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Foreword 


This brief discussion of Introductory Psychopathology 
comprises the general lecture material utilized in a Second Year 
Medical School Course expressly labeled “Psychopathology.” As 
such, it was used conjointly with extensive case presentation and 
group discussion. Supplementary readings were also provided. Al- 
though the basic references have been included, case illustrations 
have been reproduced sparingly, since it was anticipated that settings 
in which this material might have most relevance would be ones 
which would have rich and varied illustrative “live” patient material. 

In no sense does this text comprise a textbook of Psychiatry 
or a comprehensive approach to all abnormal behavior, as such 
textbooks are already available in numerous quantity and variety. 
Rather, this short volume is meant as an aid in introducing the stu- 
dent into a way of systematic thinking about psychopathology in 
terms of three particular frames of reference: classification, psycho- 
dynamics, and psychogenesis. Although originally prepared for 
medical students, it is hoped the material may be a useful reference 
for students in nursing, education, social work, and psychology, as 
well as for all other serious students of human behavior. 

In organizing this material, the authors have avoided making 
either an historical or a bibliographical survey. Aiming for a brief 
general presentation, they have borrowed freely from the contribu- 
tions of others, often without crediting the source. While it is be- 
lieved that the major sources are indicated in the bibliography, it 
is hoped that no personal disservice is implied by treating these 
contributions as being in the realm of general scientific information 
which may be discussed without specifically crediting the contributor. 

For preparation of the manuscript, special appreciation is ex- 
pressed to Mrs. Alice Amberger, as well as to Mrs. Dora Friedman. 
Mr. Barry Wood and Mr. David Forrest, as medical students, pro- 
vided a watchful eye on the relevance of both expression and con- 
tent. Dr. Austin Herschberger and Dr. Robert Liebert were also 
helpful in their criticism and comment. 
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Introduction 


Psychopathology has been defined variously as “the 
Scientific study of mental disorders from the psychological point of 
view,” 1 “the systematic investigation of morbid mental conditions,” ? 
and the “branch of science which deals with morbidity or pathology 
of the psyche or mind.” è Less technically, it might be said that psy- 
chopathology is the study of the signs and symptoms of mental dis- 


tress.4 
po 


1 Webster’s New International Dictionary, 2d ed., 1959. — 
2 English, H. B., and English, Ava C. A Comprehensive Dictionary of Psy- 
chological and Psychoanalytical Terms. New York: Longmans, Green & Co., 1958. 
8 Hinsie, L. E., and Campbell, R. J. Psychiatric Dictionary. New York: Ox- 
ford University Press, 1960. k , 
4 In current usage, the term psychopathology unfortunately is sometimes also 
z 
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This text will use as its initial data the symptoms of mental dis- 
tress which either directly or indirectly bring a patient to a physician. 
Our entry into psychopathology will be largely in phenomenological 
terms, as it will deal with symptoms and discomfort experienced and 
reported by the patient. Our discussion will emphasize the role of such 
symptoms in the context of the patient’s interactions with other 
people. 

The following aspects of psychopathology will be considered: (1) 
classification, (2) psychodynamics, and (3) psychogenesis. 

Classification is concerned with the categorization of the signs 
and symptoms of mental distress into meaningful groups or types. 
Unlike traditional diagnoses in clinical medicine, however, present 
classifications in psychopathology do not invariably bear a relation- 
ship to etiology. The complexities of human behavior have not yet 
yielded a nosology which invariably relates descriptive phenomena to 
causal factors, which in turn dictate specific treatment procedures. 
In some instances, classification conveys important distinctions which 
have implications for both treatment and prognosis; in other in- 
stances, its value rests largely as a device for communicative and 
statistical purposes. In either event, proper description and classifica- 
tion perform an important role in furthering some understanding 
of the disorder under consideration and may ultimately provide a 
basis for determining positive preventive measures. 

Psychodynamics is concerned essentially with the functional sig- 
nificance of the emotional and the motivational aspects of behavior, 
including both conscious and unconscious determinants. A symptom 
is thus considered to be an expression of or the resultant of a con- 
stellation of forces presently operating within the person. 

A basic assumption of psychodynamics is that behavior is goal- 
directed and motivated by impulses, needs, and forces of which the 
person is often not consciously aware. This implies that although 
man considers himself to be a rational being, he is frequently gov 
erned more by forces which he neither understands nor recognizes. 


used as being synonymous with th ient’ 
fà e symptoms themselves, e.g., “the patients 
poi pa ee pote usage would dictate the term “pyaropaikyi be use 
E Lit wear usage has also been tainted through incorrect 
3 “ F es 
more restricted ES and “psychopathic personality,” terms of much 
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The rational explanations he gives for his behavior may bear little 
relationship to the motivations actually determining it. In fact, the 
“acceptable” conscious reasons for his behavior may even be in con- 
flict with those which are outside his conscious awareness. Many 
symptoms can be viewed as a result of such conflict and the anxiety 
which the conflict precipitates. 

An understanding of the individual patient’s psychodynamics 
can usually come only through intensive exploration. A clarification 
of psychodynamics generally requires such techniques as direct ob- 
servation, interview, biographical review of the person’s life history, 
psychological tests, interpretation of dream and fantasy productions, 
and other less widely used methods of investigation (hypnosis, amytal 
interview, etc.). Nevertheless, in spite of the specificity of an individ- 
ual’s psychodynamics, abstractions and generalizations are possible 
which relate certain symptoms with their probable motivations. 

Psychogenesis is concerned with the origin or the beginnings of 
the disorder, rather than with its present expression. As developed in 
the context of this volume, psychogenesis refers essentially to those 
life experiences which probably established the motivational patterns 
described under “psychodynamics.” A fundamental assumption 
herein is that one’s motivational patterns are established and derived 
primarily from early experiences, particularly those in the first five 
years of life.5 This assumption does not deny that genetic or somatic 
factors may be important determinants of abnormal behavior, nor 
does it deny that later life experiences modify patterns of behavior 
established early in life. This assumption, however, does emphasize 
the early psychological or experiential factors which are believed to 
be correlated with the symptom under consideration. In many in- 
stances, the factors themselves may ultimately be proven to be re- 


5 Recognition of the importance of early life experiences in molding per- 
sonality is generally accepted as one of Freud’s major contributions. Few au- 
thorities would question today the effect of early experiences on later behavior, 
in spite of differences of opinion concerning all the relevant variables. Evidence 
for the long-lasting influence of early experience has been discovered in recent 
animal research, which demonstrates that there are indeed specific periods of 
heightened sensitivity in the young animal which have significance for all later 
Social, intellectual, and emotional development. During these so-called “critical 
Periods,” the presence or absence of certain types of experience or learning has 
crucial effects on all that follows, particularly in the area of socialization. 
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lated to some other prior cause or etiology; hence, psychogenesis does 
not imply ultimate causation. 

Our present understanding of the relationship between early life 
experiences and later psychopathy is based largely on retrospective 
historical data. In certain forms of psychopathy, early maladaptive 
patterns of behavior are perpetuated throughout life in repetitious 
and often obvious form; in other instances, early experiences seem- 
ingly establish a vulnerability which may not be apparent until 
symptoms are precipitated by a situation in life which in some way 
recapitulates or re-establishes early life difficulties. In studying such 
relationships, it must be recognized that the person is always the 
product of the interaction between his genic endowment and the 
environment in which he has lived. Except where there is specific 
organic pathology, however, psychogenesis attempts to specify the 
experiential contribution to the psychopathy under consideration. 


APPLICATION OF TERMS 


A brief example may suffice to clarify the distinction between the 
main terms used in this introduction. For this purpose, we will sum- 
Marize a case described by Helene Deutsch: $ 


© treatment suffering with an 
h had lasted for over a year, 
y attacks. Basic to her verbal- 


y death. At times, she would 
at other times, she would insist 


d. The severe depression had begun with the loss 
T prized possession, although the grief seemed even 
t to be somewhat incompatible with the occasion. 


of her dog, he 
to the patien 


ails described by Deutsch have been greatly 
purposes, this summary will be adequate tO 


clari istincti š s 
arify the distinction among classification, psychodynamics, and 


Psychogenesis. 


6 
Deutsch, Helene. Psychoanalysis of the Neurosis. London: Hogarth, 1932- 
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CLASSIFICATION 


The patient's psychopathy could be categorized primarily as a 
prolonged and intense depression, with intermittent anxiety attacks, 
although the full history indicated other previous symptoms. For 
example, at an earlier time the patient had a recurring idea (obses- 
sion) that something would happen to her younger sister, and she 
repeated everything she did a certain number of times even though 
these acts appeared to be without meaning (compulsion). Because the 
patient’s ability to test and evaluate reality was so poor, it appeared 
that her depression was of psychotic intensity. Systematic ordering of 
her symptoms into such classifications as “depression,” “anxiety at- 
tack,” “obsession,” “compulsion,” and “psychotic,” although not the 
end in itself, is an important aspect of psychopathology. 


PSYCHODYNAMICS 


Investigation by Deutsch of the patient’s symptoms revealed their 
meaningfulness and significance in the context of the patients 
motivations. 

The patient’s history revealed an early jealousy of a more beau- 
tiful and talented younger sister. Following the death of the 
mother, the patient at the age of twelve had been made respon- 
sible for the upbringing of this sister, a responsibility she under- 
took with the most solicitous care, ultimately even to the sacrifice 

of her own ambitions. For several years, the sisters lived in a 

mutually dependent relationship until the younger sister left the 

patient to marry and go abroad with her husband. The patient 
appeared pleased at the sister's happiness and adjusted calmly to 
the departure. Shortly after, she acquired a dog who became lost 

a year and a half later. 

In the course of investigation, it was revealed that to the patient 
the dog was a surrogate for the lost sister and that its disappearance 
mobilized the grief which the patient had hidden within herself 
when the sister left, It was shown clearly that the self-accusations 
Were really reproaches unconsciously meant for the ungrateful sister 
who had deserted the patient in spite of the patient’s life of sacrifice. 
Among other purposes, the patient’s suffering served as self-punish- 
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ment for the intensely hostile feelings which she harbored toward 
the “dearly beloved” sister. Those students who are already familiar 
with the psychodynamics of depression will recognize the relevance 
of such concepts as “ambivalence,” “displacement” and “lost object.” 
Although the technical names for the processes reflected in the pa- 
tient’s behavior will be identified and defined later, a summary 
explanation of the motivational bases for the patient’s symptoms is 
sufficient for the present to illustrate the concern of psychodynamics. 


PSYCHOGENESIS 


Our assumptions concerning psychogenesis will attempt to clarify 
the origins of the particular vulnerability which predisposed the 
patient to the intense reaction she experienced. It is to be granted 
that many people harbor unrecognized hostility to their sisters; nor 
is it uncommon for people to be saddened at the loss of a cherished 
pet. What were the origins of the exaggerated reaction which the 
patient evidenced? 

Basic to our assumptions related to the psychogenesis of this par- 
ticular reaction is the recognition that the differentiation between 
one’s self and others is established during one’s very early life, spe- 
cifically during those very early experiences of the child with its 
mother. The patient, by punishing herself as she unknowingly wished 
to punish her sister, was reflecting a confusion and diffusion in her 
self-identity which in turn reflect disturbances in the early relation- 
ship with the mother. Those students who are aware of the most 
widely accepted theory of depression will recognize the relevance of 
such concepts as incorporation, introjection, and identification. Al- 
though we again shall not immediately define the processes by 
which we should explain the psychogenesis of the patient’s depres- 


sion, our hypotheses of “how the patient got this way” would be 
related to psychogenesis, 


MANAGEMENT 


It should probably be made explicit that effective treatment can 
sometimes be conducted without a thorough knowledge of either 
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psychodynamics or psychogenesis. Some forms of therapy, such as 
various somatic methods of treatment, including drugs, may be 
initiated solely on the basis of the physician’s knowing that the 
patient is depressed. Friendly support and understanding will some- 
times themselves suffice to relieve a mild depression. 

Treatment may also be based on a rational understanding of the 
patient's psychodynamics. Let us suppose, only for the sake of argu- 
ment, that one could have arranged for the sister’s marriage to fail, 
necessitating her return to the patient in a dependent, broken, help- 
less state. On the basis of the patient’s psychodynamics, it would not 
be surprising to find that the patient might experience a sudden relief 
of her intense depression, assuming her responsibility with remark- 
able stoicism! However, a reinstitution of obsessions and compulsions 
would probably occur. 

For the patient described above, Deutsch utilized psychoanalysis, 
a method of treatment which attempts to develop insight, a thorough 
understanding by a patient of his or her own motivations. The 
foundations of the patient’s current psychodynamics were worked 
out in the context of a professional therapeutic relationship, and 
some understanding of the role of early child-parent relationships 
was developed. Many authorities believe this approach offers the 
best likelihood that the disorder will not recur. 

Regardless of how he may attempt to alleviate a patient’s mental 
suffering, the likelihood of success is greatly enhanced if the physi- 
cian has a thorough knowledge of all aspects of psychopathology, in- 
cluding classification, psychodynamics, and psychogenesis, 


CLASSIFICATION SUPPLEMENT 


A psychosis is a severe disturbance in psychological functioning 
in which the individual’s ability to distinguish, evaluate, and test 
reality is defective. 

A neurosis is a disorder in which reality testing remains rela- 
tively intact but in which unconscious conflict gives rise to such 
symptoms as anxiety, feelings of depression, unreasonable fears, 
doubts, obsessions, and psychogenically determined physical ills. 

A character disorder is distinguished by difficulties in conform. 
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ing with cultural and social moral expectations with relatively little 
personal discomfort, and few or none of the major symptoms of a 
neurosis or a psychosis. 

The major functional (i.e., nonorganic) psychoses are schizo- 
phrenia and manic-depressive psychosis. In schizophrenia, the major 
disturbance is reflected in a disorder of thinking and the thought 
processes. In the manic-depressive psychosis, the major disturbance 
is reflected in the emotional sphere, giving rise to depression, mania 
(elation and euphoria with overactivity), or both. 

The major neurotic disorders are the obsessive-compulsive neu- 
rosis, anxiety neurosis, phobic neurosis, hysteria, and neurotic de- 
pression. In obsessive-compulsive neurosis, the major symptom is 
recurring ideas (obsessions) or acts (compulsions) which the individ- 
ual feels compelled to perform, In anxiety neurosis, diffuse anxiety 
is the prominent symptom; whereas in phobic neurosis, anxiety and 
fear are elicited by a particular stimulus, e.g., high places, dirt, an- 
imals, etc. In hysteria, anxiety is converted into physical symptoms 
which have no organic explanation, e.g., blindness, paralysis, deaf- 


ness, etc. In neurotic depression, feelings of depression constitute the 
major symptom. 


2 


Depressive 


- Reactions 


One of the most common symptoms of patients who 
come to a physician is depression, a painful affect (subjective feeling 
state) characterized by feelings of sadness, discouragement, loneli- 
ness, and isolation. Sometimes such feelings are readily discernible 
in the patient’s complaint that he feels sad, that he wants to die, that 
he feels like crying, or simply that he feels depressed. At other times, 
however, feelings of depression will be partially masked by more 
prevailing complaints related to weakness or lethargy, anorexia, in- 
ability to sleep, weight loss, general uneasiness, irritability, or nu- 
merous somatic complaints. 
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CLASSIFICATION 
NORMAL VS. PATHOLOGICAL 


The affect of depression may be present in any number of clinical 
syndromes, ranging from normality to psychosis. Depressive feelings 
may be appropriate to and commensurate with the situation eliciting 
the reaction, as in a normal grief response. Such instances are usually 
short-lived and are not accompanied by any great loss of self-esteem. 
Following a period of mourning, the individual becomes free to re- 
sume comfortable living. In depression as a pathological phenom- 
enon, however, the reaction is of an intensity or duration which is 
not appropriate to the occasion, even when a precipitating factor 
1s prominent. 

The severely depressed patient may be uncommunicative and 
unresponsive. His outlook is gloomy and morbid. He finds life dull 
and uninteresting. As his depression becomes more intense, there 
may be a motor retardation and a slowing of thought processes. He 
may sit for long periods of time in one position, with head drooped, 
and with apathetic or mournful facial expression. He may frequently 
sob or sigh. His verbalizations reflect his sadness, hopelessness, lack 
of pleasure in life, low self-esteem, feelings of emptiness, and exces- 
sive self-preoccupation, and are often accompanied by bodily com- 
plaints which seem as real as if they had an organic substrate in the 
form of a disease process. He may be preoccupied with regrets for 
Past mistakes (real or imagined) and express shame, guilt, and self- 
reproach. Feelings of failure and worthlessness are common, often 
related to “misdemeanors” more relevant to a child’s behavior, e.g., 
being “dirty” or “bad.” If not retarded in movement, he may be ex- 
tremely agitated, with pacing, handwringing, and restless distress. 


PRIMARY VS. SECONDARY DEPRESSION 


Depressive feelings may accompan: h 
atis pany any form of psychopathy, 


ing either as a reaction to it or superimposed upon it; e.g., an 


Depressive Reactions II 


obsessive-compulsive neurotic may become depressed when he is not 
achieving in life. In such instances, depression is secondary to the 
more basic disorder. However, depression may constitute the basic 
disorder giving rise to the clinical syndrome of depression, per se. 
Although the presenting symptom in both instances may be the 
depressive affect, the clinical syndrome of depression invariably also 
includes multiple somatic complaints (fatigue, insomnia, eating dif- 
ficulties, constipation, motor retardation, or agitation) and loss of 
self-esteem (self-accusatory and self-depreciatory ideas, frequently 
with feelings of guilt). Since the depressive affect in either state 
sometimes can be relieved relatively easily, the distinction between 
primary and secondary depression carries prognostic implications for 
what will remain after this affect is alleviated. 


NEUROTIC VS. PSYCHOTIC DEPRESSION 


In the clinical disorder of depression, it is important to dis- 
tinguish whether the patient’s ability to test and evaluate reality is 
intact (generally so in a neurotic depression) or whether reality test 
ing is seriously disrupted (psychotic depression). This distinction is 
sometimes difficult, since depressed patients are often uncommunica- 
tive and may not immediately reveal disorders in o thinking 
processes, In psychotic depression, delusions (false beliefs) and hal- 
lucinations (false sensory impressions) are often peng andi fre- 
quently relate to the body or bodily functions. Hospitalization is al- 
Most always necessary for a psychotic depression. 


EXOGENOUS vs. ENDOGENOUS 


Depressions are sometimes classified as either exogenous or en- 
dogenous, Exogenous refers to depressions precipitated by discerni- 
ble events in the environment to which the person responds. Endoge- 
Nous depressions, on the other hand, refer to those depressions which 
are without obvious external precipitation, appear to arise spon- 
taneously, and tend to be more recurrent, Some authorities feel that 
this distinction is an artificial one, believing that most depressions, 
Upon close inspection, can be demonstrated to be a reaction to some 
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change (or loss) in the person’s real or imagined world. Others give 
greater emphasis to the role of constitutional and genetic factors as 
determinants of all depressive reactions. 


MANIC-DEPRESSIVE PSYCHOSIS 


The syndrome of manic-depressive psychosis is characteristically 
a recurrent or cyclical disorder that occurs for the first time in the 
twenties or early thirties. Some patients have only depressive epi- 
sodes occurring at either unpredictable or regular intervals. In some 
patients, depression alternates with manic episodes characterized by 
flight of ideas, hyperactivity, and elation. Other patients have only 
manic episodes. Any alternation of these cycles may occur in the 
same patient. Manic-depressive episodes usually occur in individuals 
who throughout life have been outgoing but who experience varying 
mood swings and energy levels. Perhaps more than with any other 
kind of depressive reaction, manic-depressive psychosis is assumed 
by many to have a strong genetic determinant. Evidence for this 
assumption is the cyclical nature of the disorder, often without ap- 
parent external cause, and the high incidence in some families. 


INVOLUTIONAL MELANCHOLIA 


This is a severe depression of psychotic intensity occurring at the 
e of the climacteric in individuals without previous history of a 
manic-depressive reaction. Delusional ideas are common, frequently 
in reference to the body or bodily functioning. Much agitation and 
anxiety are also present. Individuals developing this disorder have 
been frequently shown to be highly compulsive, “driven” individuals 
throughout life. Some authorities believe that a disequilibrium in 
endocrine functioning may lay the basis for this reaction; others 


think the psychological meaning of the climacteric is the more sig- 
nificant factor. 


tim 


POSTPARTUM DEPRESSION 


Depressive Reactions pe] 
adequacy in handling the newborn are frequent aspects of the syn- 
drome. Although previously thought to be an organically determined 
disorder, it has been increasingly recognized as a functional illness 
which occurs in response to the threat of motherhood. 


ANACLITIC DEPRESSION 


A response in an infant to the sudden loss of mothering is char- 
acterized by loss of interest in the environment, withdrawal, loss of 
appetite, insomnia, apprehension, and a physiognomic expression, 
all of which, if occurring in an adult, would be interpreted as de- 
pression. This response, which can be demonstrated simply by with- 
drawing motherly attention from the child, is accepted by some 
authorities as support for the contention that all later depressive reac- 
tions are recapitulations of this kind of loss and are psychogenic 


rather than organic in origin. 


PsyCHODYNAMICS 


People who become pathologically depressed tend to be highly 
Conscientious, rigid individuals who are conventional in their think- 
ing and dependent in their behavior. They tend to dichotomize all 
aspects of living into black or white alternatives. Their conscious 
Motivations are usually above reproach, It is often precisely because 
of the high standards these people set for themselves and others that 
they ostensibly become disillusioned and depressed. 

Perhaps the most generally accepted psychodynamic explanation 
of depression is derived from the fact that the depressive affect is not 
qualitatively different from that which occurs in a normal grief re- 
action. The similarity of feelings accompanying normal grief and 
those accompanying the clinical entity of depression is taken to sup- 
Port the impression that underlying all depression is the experience 
of a loss, Behind the frequent complaints of a depressed patient, one 
can, in fact, detect his feeling that something has been taken away 
from him. The common situations in which this occurs are the loss of 
a loved one, the loss of a job, the loss of money, social failure, dimin- 
ished self-esteem, changes in the body-image, or loss of health, The 
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loss may be real or imaginary, however. Sometimes it is only an att: 
agined threat of a loss that precipitates the emergency situation. This 
loss, which may be related to a person, thing, value, or idea, is sub- 
sumed in the expression “lost object,” or “lost love-object.” Close 
inspection of the relationship of the patient to the “lost object” fre- 
quently reveals that it is invested with ambivalence. 


Ambivalence: coexistence of opposing feelings, usually in- 
volving both love and hate. 


ee ee 


Ambivalence is sometimes revealed in normal mourning when 
inadvertent expressions of anger and resentment toward the de- 
ceased will exist simultaneously with expressions of deeply felt grief. 
In a relationship when a person has extreme ambivalence which he 
does not consciously recognize or cannot accept, he is vulnerable to 
more inappropriate reactions when the relationship is disrupted. The 
intensity of underlying ambivalence is often not immediately ap- 
parent, since it is difficult for such contrasting feelings to coexist 
simultaneously in the patient's conscious awareness. Nevertheless, 
the role of underlying feelings of anger and resentment in the psy- 
chodynamics of the depressive reaction is so significant that it leads 
to one formulation of depression as being essentially a reflection of 
“retroflexed rage” (anger turned against the self). 

It sometimes appears that the loss would not warrant the intense 
reaction it precipitated. When the depressive reaction appears highly 
incompatible with the precipitating loss, it may be assumed that a 
displacement of feelings is occurring. 

a Ey A a 
Displacement: the process by which an emotion or feeling is 
unconsciously transferred from its object to a more accept- 
able substitute. 

SS EE ee eee Se 

Feelings thus may be experienced as relat. 


ed to an object other than 
the one that is actually the focus of the fu: 


sed ambivalent feelings. 
As was revealed in the cas 
became depressed at the 
precipitated were actuall 


e referred to in Chapter 1, the patient 
loss of her dog, although the feelings 
y related to the earlier loss of her sister. 
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Although the patient was aware only of her deep love for the 
sister, the relationship was one of marked ambivalence because 
of the resentment over past sacrifices which the patient had made 
for her sister. 

Discerning the complexities of the psychodynamics of a patient’s 
depression is complicated further by other psychological maneuvers 
used by the patient to adjust to a real or imagined loss. For example, 
in some patients, denial may also be used in varying degrees and in 
alternating cycles. 


Denial: a process involving the avoidance of a painful or 
anxiety-producing reality by refusing to admit its existence. 
This process is unconscious; upon confrontation, the pa- 
tient is unaware of the painful affects which are being 
denied. 


In mild form, denial results in an exaggerated sense of well-being, 
which is suspect only by virtue of its inappropriateness to the sur- 
rounding circumstances. Denial may also be so intense as to give rise 
to a state of mania. The ease with which such a state can be dissolved 


into a tearful depression, sometimes merely by confronting the pa- 
tient with significant aspects of his reality, demonstrates the close 


relationship between depression and mania. 


An industrial executive decided that he had just finished being 
depressed and was having relief from “all this terrible depres- 
sion.” He went to a boat show and became elated at what he saw. 
He decided he wanted the largest boat in the place and immedi- 
ately wrote a check for it. He then suggested to the salesman that 
he needed a variety of accessories, since boating was an entirely 
new venture for him. He wrote checks for everything he selected. 
Upon his return to the hospital that night, he was asked how he 
felt, and he replied, “Oh, fine, doctor. I never felt better in my 
life. I had a wonderful day. I decided I’m going to boat all sum- 
mer.” The next morning, however, he awakened severely de- 
pressed. He was desperate. When it was pointed out to him what 
he had done, he said, “Yes. I don’t want that boat. I have no 


need for it whatsoever.” 


The depressive reaction is essentially a cry for help, a plea for 
someone to “do something for me,” a bid for love, service, and atten- 


16 Introduction to Psychopathology 


tion. The strong underlying wish to be dependent may ultimately 
irritate other people. In fact, it appears as if the patient’s behavior 
is partially motivated by the desire to do just this, although the 
patient has no awareness of such a wish. The patient often takes the 
irritation of other people graciously, since it confirms what he thinks 
of himself. Because satisfaction of his wishes for dependency gratifi- 
cation is not realized, the patient comes to the awareness that nobody 
will provide help which will magically cure him, and he may then 
become further consumed by feelings of sadness, hopelessness, fear, 
anger, and guilt. 


PsYCHOGENESIS 


There is some evidence that the crucial experience, which forms 
the basis for later depressive reactions, centers around the child’s 
early feeding experience and his adjustment to the loss of the mother. 
Some authorities believe it is specifically the breast (or breast sub- 
stitute) which constitutes the earliest significant loss; others believe 
it is more generally the mother herself and the change which occurs 
in the total “mothering” relationship." 

Prolonged psychoanalytic investigations of patients with severe 
depressions support the contention that the reaction to weaning and 
the struggles which follow may set the model for later reactions to 
other losses. Evidence for the contention that such early problems 
set the pattern for later depressive reactions is also found in the 
frequency with which depressed patients have difficulty with eating, 
manifesting conflict over food. Some depressed patients express com- 
plete lack of interest in any food. Other patients tend to overeat 
when they are depressed. In some instances, it appears that eating 


Serves as a method of reassurance against underlying feelings of loss, 
deprivation, or depression. 
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Early separations from the mother’s breast represent a crucial 
experience in the development of a young infant. The experience of 
“weaning” derives its importance not only from the fact that it is 
related to the child’s basic need for nourishment, but also to the 
child’s adjusting to temporary separations from the mother. At this 
time, the child is also in the process of learning the distinction be- 
tween that part of the world which is “him” and subject to his 
control, and that part which is “not him” but rather someone or 
something else. This process has been referred to as learning to dif- 
ferentiate the “self” from the “nonself,” ? a differentiation which is 
basic to the later establishment of a firm sense of self-identity or ego 
boundaries, as well as to the later development of adequate reality 
testing. 

In view of both the satisfactions and frustrations experienced by 
the child, his relationship to the breast (mother) may be extremely 
ambivalent, as the weaning process confronts the child with his own 
helplessness in relation to the unobtainable aspects of life and reality. 
This ambivalence is sometimes revealed in the biting behavior which 
becomes prominent as the child develops teeth. To the immature 
child, means of retaliation are limited. Swallowing, or “oral incor- 
poration,” provides the primary means by which the child attempts 
to hold on to an elusive or frustrating object. The earliest means of 
adjusting te a possible loss is attempting (either in fact or fantasy) 
to hold onto the object by incorporating it, an act which eliminates 
the boundaries between the person and the desired object. Uncon- 
Scious fantasies of incorporation may persist throughout adulthood 
and have been found to underlie disorders such as certain types of 
homosexuality and alcoholism. 

The depressed person, when reacting to the emergency created 
by a loss, is utilizing methods of adjustment similar to those used by 
the young child in adjusting to his first major loss. The patterns by 
which these similar reactions are perpetuated are generally subsumed 
under the concepts of incorporation, identification, and introjection, 

2 This distinction subsumes numerous finer differentiations which the child 
learns through early experience in the context of his rapidly changing develop- 


mental leyel—mother vs. not-mother, human vs. nonhuman, animate vs. inani- 
mate, male ys. female, etc. 
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ee ŘŘĂ———— 


Incorporation: the process of taking something into oneself. 


E T A ee re NS o o’ 
In a young child, this process of incorporation pertains more 

directly to what is literally taken in through the mouth. In the course 
of normal development, the term is more applicable in the figurative 
sense, referring to the taking in of attitudes, knowledge, and values, 
as a basis for identification. 

Identification: the process of becoming like something or 

someone in some aspect of thought or behavior, based on 

an internalization of the image of the external object. 


SSS ee O 


As a mode of normal adjustment, identification serves as the 
means by which a boy, for example, accepts and assimilates patterns 
established by his father; the girl likewise identifies with the mother. 
Identification can be used to adjust normally to a loss, as is some- 
times revealed in the course of mourning when the bereaved uncon- 
sciously adopts mannerisms or characteristics which were those of 
the dead person. In some instances, he will develop physical symp- 
toms similar to those accompanying the fatal illness of the dead per- 
son. The bereaved person (after some attempts motivated by the 
desire to bring back the lost person) will also retain a link to the lost 
object through fond memories, recollections, and perhaps even 
through symbolic representations of the person in the form of pre- 
served possessions. With the passage of time, the person becomes free 
to seek some other replacement. Such a mature use of identification 
as a means of adjusting to a loss is possible only when a sense of self- 
identity (or firm ego boundaries) has been established before the loss. 
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self and nonself (the incorporated image or object), since 
the ability to make this distinction was never adequately 


developed. 


In a reaction to a loss which results in a pathological depression, 
processes are analogous to those involved in incorporation and intro- 
jection rather than to incorporation and identification. The introjec- 
tion of an object toward which there was intense ambivalence gives 
rise to depression, self-accusations, and feelings of worthlessness 
which reflect the previously unacceptable aspects of the original 
relationship. That is, the ambivalence, originally directed to the 
incorporated object, is now expressed against the self because the 
object and the self are not distinguished. The self-accusations of a 
depressed person can thus be the unconscious accusations the person 
is directing at someone else (the incorporated object).* In his cry for 
attention, love, and service, the person may also be acting out his 
unconscious desire to punish someone else. Further guilt and depres- 


sion ensue. 


In the case referred to in Chapter 1, it will be recalled that the 


patient feared the possibility of being thrown onto the street 
where, lonely and deserted, she would die a miserable death. 
This fear alternated with the feeling that this was the fate she 
deserved. Such accusations were understood as reflecting the fate 
she unconsciously felt the ungrateful sister deserved. If the pa- 
tient’s own ego boundaries (self-identity) had been firmly estab- 
lished, such a fusion and confusion could not have occurred, 
regardless of how unappreciative the sister may have been. 


The processes of incorporation, identification, and introjection 
may appear to be rather fanciful descriptions of hypothesized fanta- 
sies and events. Nevertheless, the validity of these processes has been 
demonstrated in the dreams and fantasies of disturbed patients. Their 
clinical usefulness is especially apparent in understanding the dis- 
Order of depression.* 


EEN a eS ee 
3In an extension of this formulation, some authorities would interpret 
Constipation, a frequent complaint of the depressed patient, as an inability to 
give up the ambivalent object. The retention of this ambivalent object may, in 
a depression of psychotic intensity, give rise to bodily delusions involving ideas 
of being “dead” inside or “rotting away.” 
*The authors’ discussion of early childhood experiences has emphasized the 
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SUMMARY 


The following assumptions are helpful in understanding a depres- 
sive reaction: 


1. Underlying every depressive reaction is the experience of a 
loss, whether it be a person, thing, idea, or ideal (“lost object”). 

2. In an abnormal reaction to such a loss, it can be assumed that 
the relationship to the lost object was highly ambivalent. 

3- The tendency of certain individuals to experience abnormal 


reactions to such a loss is assumed to be related to a pattern estab- 
lished at the time of the reaction to the first loss. 


4. The despair, suffering, and self-accusations apparent in a 
depressive reaction may represent retributions unconsciously desired 
ct, as well as representing self-punish- 


5. Depression is a cry for help, a bid for service and attention, a 


plea that someone “do something.” Its end result may also serve to 
punish others, 


MANAGEMENT 


Recent advances in pharmacology have made it possible to modify 
the Intensity of a depressive reaction through the use of antidepres- 


significance Of so-called “oral” functions in the child. Some authorities would 
also emphasize the role of anal- and bowel-training problems, stresses which 
occur somewhat later in the child’s development than do the 


around weaning, Among those who accept the role of early childhood experi- 
ences in the genesis of i 


baad 
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sant drugs. Other somatic means, particularly electroconvulsive 
therapy, may dramatically relieve intense depressive reactions, Pa- 
tients can thus be helped by means that do not directly involve deal- 
ing with the psychodynamics of the disorder. 

In brief psychotherapy, it is wise to concentrate exploration on 
the present life experiences of the patient, without reference to the 
etiological origins of the disorder. In some instances, the ambiva- 
lence is sufficiently close to awareness that ventilation of the patient’s 
anger is possible. Such an expression, in the context of a warm sup- 
portive relationship, may bring relief, even in the absence of any 
insight on the patient's part. 

Long-term psychotherapy has as its goal the significant change 
of enduring lifelong patterns of adjustment which give rise to the 
disorder, Psychotherapy is made difficult by the fact that these pa- 
tients, when they are no longer feeling depressed, generally are not 
introspective and do not feel much need for personality change. In 
therapy, such patients demonstrate a clinging dependency which 
Many therapists find extremely difficult to tolerate. Nevertheless, 
highly successful results with psychotherapeutic treatment have been 
reported. 

It must also be recognized that many depressed patients will 
evidence spontaneous improvement. It sometimes appears as if the 
depression runs its course when sufficient expiation is obtained in 
the form of self-punishment for harboring ambivalent feelings. In 
8eneral, depressive reactions have a favorable prognosis, barring 
Possibility of self-destruction. Recurring episodes are also likely, 

One possibility which must always be considered with depressed 
Persons is suicide. To evaluate this risk, one must keep in mind the 
Patient’s need to obtain a response, the depth of his depression, the 
total affect of the patient, his capacity for accomplishing self-asser- 
tive behavior, his past history, as well as his fantasies of “What will 
happen if I do attempt suicide?” When judging the suicidal risk in 
a person, it is important to obtain the substance of the “rescue fan- 
tasy,” i.e., “Who is going to take care of me if I attempt it?” From 
Statistical studies on suicide, it is recognized that the majority of 
Persons who make suicidal attempts or who do commit suicide try to 
Warn someone of what they are about to do. 
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STATISTICAL PROBABILITIES OF SUICIDE 


Age: 
Sex: 
Health: 
History: 


Stage of 


illness: 


Greater frequency at teenage and involutional pe- 
riods of life. 


Although more women attempt suicide, more men 
accomplish the act. 


Chronic medical illness increases the likelihood of 
suicide. 

Suicide of a significant person (usually a parent) in 
the patient's life increases the likelihood of suicide. 


Generally occurs when the patient is recovering from 


the depth of his depression and may appear to be sub- 
stantially improved. 


3 


Anxiety and 
Anxiety Reactions 


Expressions of anxiety, either in manifest or disguised 
form, frequently constitute the complaint which brings the patient 
to the physician. 


Anxiety: an affective state characterized by feelings of ap- 
prehension, uncertainty, and helplessness which are not at- 


tached to a real external danger. 


Asa subjective feeling state, anxiety is exceedingly uncomfortable 
and often intolerable. With physiological manifestations similar to 
those of fear, it may arouse symptoms of a hyperactive sympathetic 
system which include perspiration, tremor, diarrhea, vomiting, “tight- 
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ness in the chest,” and changes in pupillary response, Beat Pe ; 
pulse rate, and respiration. Unlike fear, however, anxiety i ii 
explainable, pervasive feeling of impending a ae w 7. a 
frequently be described as, “I’m afraid but I don’t know wa 
have a feeling that something is about to happen, but I don a A 
what”; “It's like a feeling of impending doom, but I doni n D 
what it’s about”; “I feel as if I’m about to explode or burst ; "N 
feel I’m going to lose control.” Behind these complaints is "e 
plicit feeling of uncertainty and helplessness, which in extreme 

may give rise to panic and disorganized behavior. 


CLASSIFICATION 


NORMAL VS. ABNORMAL 


Like the depressive affect, anxiety is present in many diora 
In our culture with its many inherent conflicts and dangers, a i, 
degree of anxiety is perhaps both normal and desirable. Anxiety E 
serve a useful purpose by motivating the individual to product 


: i oT- 
goal-directed behavior. However, it may also reach extreme prop 
tions, be extremely disorganizing, 


js O 
and lead either to a paralysis 
behavior or to random, uncontroll 


ed activity. 
ANXIETY vs. DEFENSES AGAINST ANXIETY 


i -and 
Anxiety may play a dual role, serving either as a symptom in 4 


A FAE irectly 
of itself or as a motivating force for other symptoms, Because direct’) 
experi 


ienced anxiety is an exceedingly unpleasant feeling, the nt 
vidual tends to develop defenses to avoid it or to mitigate its effec ik 
These defenses mirror patterns of adjustment which have been devê 
oped in the course of life and 
the individual, 


anxiety, 


Stricting forms of Psychopath 
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theory of neurosis), many neurotic and psychotic symptoms are con- 
sidered as defenses against anxiety. 


NEUROTIC VS. PSYCHOTIC 


Defenses are usually only partially successful in eliminating the 
effects of directly experienced anxiety. Thus, overt anxiety is usually 
present in both neurotic and psychotic disorders. In “anxiety states” 
or “anxiety reactions,” the distinguishing characteristic is that 
anxiety exists in relatively unmitigated form, without the develop- 
ment of defenses which would give rise to other predominant symp- 
tomatology. These disorders are in the neurotic classification since 
no gross distortion in reality testing occurs. Overt anxiety also can 
be present with other clinical symptomatology (depressive, phobic, 
compulsive, psychotic, etc.) which, if dominating the clinical picture, 
establishes the diagnosis accordingly. 


PHYSIOLOGICAL CONCOMITANTS OF ANXIETY 
VS. ORGANIC DISEASE 


Anxiety typically includes physiological manifestations which 
may be mistaken for organic disease. Hence, it is important to dis- 
tinguish the somatic pattern which accompanies anxiety (involving 
the cardiovascular and gastrointestinal systems in particular) from 


other organic pathology. 


PsyCHODYNAMICS 


Although our discussion will stress the interpersonal aspects of 
anxiety reactions, there is perhaps no psychic phenomenon which is 
more multidimensional in its origin and its expression than the emo- 
tion of anxiety. Recent experimental evidence suggests that one’s 
reaction to emotional emergencies or threat are related to disposi- 
tional tendencies which are determined by a combination of both 
biological and psychological factors. Experimental stress, for ex- 
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ample, has been shown to elicit quite different cardiovascular a 
sponses in individuals, differences which are apparently relate 
to genetic and innate biological factors in addition to early child- 
hood experiences and the individual’s present perception of the 
situation in which he finds himself, In discussing the psychodynamics 
of anxiety reactions, we are dealing with environmental precipitants 
of an extremely complex reaction. 

From the psychodynamic viewpoint, a characteristic of any 
anxiety reaction is the fact that something in the present is precipi- 


tating a response pattern which harks back to the time when the 


individual was really helpless. In this sens 


e only, anxiety is “irra- 
tional,” 


since it is precipitated by something in the present which 
reactivates memories or conflicts of the past. A reaction appropriate 
to the original threat is now elicited by the present situation which 
reactivates childhood fears of loss of love, of separation, and of 
punishment, with accompanying feelings of helplessness. 

There are, of course, “situational neuroses” in which present 


factors are important enough to produce the anxiety in the present 
time and place: “war neuroses” might be an example of this kind 

lly, however, the present situation elicits anxiety 

eal because it unconsciously reactivates memories of earlier con- 
icts. 


dae of the danger is recognized, the feelings of appre 
on that arise in an anxiety reacti 
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integrity, self-sufficiency, more basic to which are the individual’s 
need to maintain a certain image of himself. Upon closer inspection, 
these situations would generally seem to have in common the emer- 
gence of unacceptable impulses related to (1) sex and/or (2) aggres- 
sion, impulses which in childhood were met by either the threat of 
punishment or the loss of love. 


A twenty-five-year-old male appeared at an internist’s office com- 
plaining of rectal itching. After a physical examination, he felt a 
full feeling in his rectum and wondered aloud whether the doc- 
tor had harmed him. Three days later, just prior to another 
physical examination, the patient experienced an acute anxiety 
attack, with physical manifestations so extreme that brief hos- 
pitalization was necessary. Investigation subsequently indicated 
strong underlying homosexual impulses against which the pa- 
tient was defending himself, impulses triggered off by the physi- 
cian’s rectal examination which the patient found physically 
both enjoyable and painful. 


While out walking in the street, a young mother saw a child 
almost hit by a car. At this time, she experienced only feelings 
of relief that the car had stopped in time. Two days later, while 
tending her own crying child, she was suddenly overcome with 
anxiety and began shaking and perspiring profusely. In consul- 
tation, she now remembered “for the first time” that when the 
near-accident occurred, her thought was “What if that were 
Betty?” (the name of her own baby). Her relationship to her own 
baby was an extremely ambivalent one, generally characterized 
by overly solicitous care and attention. Exploration of her own 
feelings about the child modified her recall of the near-accident 
at which time her fleeting thought was closer to “I wish Betty 
were dead.” 


In individuals who are prone to anxiety attacks, unacceptable 
sexual and aggressive thoughts, feelings, and impulses are ordinarily 
handled by repression. 


en EE a S 


Repression: the exclusion from awareness (or consciousness) 

of threatening impulses, feelings, memories, or experiences. 
oe ee | 
Utilizing repression, one simply fails to see, to hear, to attend to 
threatening stimuli, whether they arise in terms of internal pressures 
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(intolerable wishes, impulses, or ideas) or external threats pe 
more directly from other people). This process goes on unconscious n 
the person is no more aware of repressing something than he ae 
forgetting something. Unlike simple forgetting, however, oo oe a 
material continues to seek expression, through derivatives whic! 
often are expressed in the form of other symptoms. 

Repression is a ubiquitous defense in the sense that everyone BS 
pends some energy in keeping many unacceptable impulses and their 
derivatives out of conscious awareness. In some individuals, however, 
repression is found to be the primary and overriding aspect of defen- 
sive strategy. Although leaving the individual perennially immature, 
naive, and unreflective, repression may still succeed in working 
tolerably well, protecting the individual from experiencing excessive 
anxiety. In certain situations, repression fails to serve this purpose, 
either because of the nature of the external threat facing the indi- 
vidual or the nature of internal pressures arising from intolerable 
wishes. The failure of repression then gives rise to directly experi- 


enced feelings of anxiety and possibly the physical manifestations as 
well. 


PsYCHOGENESIS 


The child has his first experience of anxiety in his initial attempts 
to deal with other people as well as in attempts to handle his own 
impulses of sex, hostility, and greed. He begins to feel that he cannot 
survive when he becomes aware that his existence is dependent on 


aii a ee 
1 Although theoretical conce i 

authorities feel that birth is the prototype of all later traumatic and anxiety; 

producing situations, However, 

and “hysterical” 

impulses which do 

of three to five year: 


AANT enital, oedipal i f h ecipitat- 
ing incidents in such Teactions ae deta ne rs one pencecd, wS ee 


Not become 


n g dependency problems, suggest- 
; í 1 isted in the mother-chi A i 
period at which genital and oedi 
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the actions of someone over whom he may have relatively little con- 
trol and upon whom he is dependent for love and support. It is postu- 
lated that the child at this time experiences fear and requires the 
reassurance of the mothering person to alleviate the anxiety and 
fear about survival which, because of his helplessness, are realistic 
at that time. To allay such anxiety and fear, the developing individ- 
ual comes to learn a set of rules of operation and varying adaptive 
techniques which assure survival by warding off the threat of either 
punishment or the loss of love from significant people in the child's 
life. 

During the course of the infant's learning to adjust to the ex- 
panding world about him, anxiety comes to have a very useful pur- 
pose as a reaction to something perceived, consciously or uncon- 
‘sciously, as a threat to the established sets of behavior the individual 
has developed. Such “signal anxiety” alerts the individual to initiate 
action which prevents his mode of operation from being disrupted. 
This type of anxiety, within limits, is useful, since it seryes as a 
constant scanning mechanism which perceives threatening situa- 
tions with a great sensitivity and in turn leads the individual to take 
adaptive action. 

The nature of early childhood relationships may serve unduly 
to perpetuate feelings of anxiety and helplessness. When support 
and security are not sufficient to allay the child’s normal developing 
Sense of insecurity and helplessness, misperceptions occur which may 
lead to the distortion of all later relationships. Early fears of disap- 
proval may be transferred from significant individuals upon whom 
the child is dependent for security to their representatives in later 
life. Such distortion, as an expression of anxiety, gives rise to further 
anxiety, 

Individuals who later develop “anxiety reactions” or “anxiety 
states” appear to have a pattern of response for handling anxiety 
Which does not necessitate gross distortion of reality; i.e., repression 
comes to serve as the predominant technique in the individual’s 
defensive strategy. Massive use of repression is most readily perpet- 
uated in an atmosphere which discourages communication about 
things related to sex or aggression and where the implicit assumption 
is that “certain things are not to be talked about.” In all families 
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there are parental and cultural taboos about certain topics and ideas. 


; : : e 
The child learns by trial and error that some things are not to b 


discussed and that it is better if one does not “even think such things. 


. . = ing 
For example, a little girl, first expressing the wish that she is going 
to marry Daddy when she grows up, 


will normally find this idea 
laughed at and ridiculed, and she wi 


ll soon come to inhibit A 
i 7 i} . . 2? 
expression of such wishes, In time, she will not even “think” suc 


things. The range of ideas that are acceptable thus soon becomes 
defined for the child. 
In certain families, however, the repressive influences reach exces- 
€ Proportions. Inquiry and reflection are discouraged. Introspec 
on or self-examination are simply not considered appropriate. Dis- 
Tuptive stimuli are to be ignored or avoided. Intellectualizing and 
the active seeking of information are inhibited. The implicit philos- 
ophy is “What you don’t know can’t hurt you,” and entertaining an 
unacceptable thought is the equivalent of committing the deed. 


sivi 
ti 


SUMMARY 


The following assum 


ptions are helpful in understanding an 
anxiety reaction: 


dy Anxiety is an exceedingly uncomfortable, often intolerable, 
State, i 


appear to be “irrational” in terms of the apparently benign factors 
that precipitate it, the th ich i 


3- The major defense operating in individuals prone to anxiety 
attacks is repression. Although repression is a defense used by every- 
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volves physiological reactions which may be mistaken for organic 
disease. 


. MANAGEMENT 


Many people who visit physicians complain of bodily symptoms 
which are nothing more or less than anxiety reactions. Numerous 
factors determine the perpetuation of these anxiety states, not the 
least of which may be the doctor's reaction to the presented bodily 
complaints. The physician serves these patients by gratifying their 
dependency needs when they are described in terms of bodily com- 
plaints. Once such a relationship has been established, it is extremely 
difficult to refocus the patient's attention from his bodily sensations 
to the issues underlying his anxiety. 

The physician must use extreme care when inquiring into the 
Nature of a patient’s complaints to determine the underlying cause. 
The physical manifestations of anxiety, such as the rapid heart, 
Nausea, vomiting, diarrhea, sweating, and flushing, are frequently 
accepted by both the patient and the doctor as evidence of organic 


illness. These are the classical manifestations of anxiety that can 
easily be misinterpreted by the physician as signs of p Bye celta: 
lates his symptoms without also 


Particularly when the patient relates ; 
describing the feelings of anxiety which accompany this condition. 
The patient often omits describing these feelings to defend himself 


against a loss of self-esteem in the process; anxiety, f Orany people, 
is not a respectable illness. In view of this, the payaan should ex- 
€rcise a great deal of caution while acquiring the medical history 
of the patient and questioning the kinds of puuacons: that appear 
to precipitate the symptoms reported. He mut inquire into all areas 
of experience, past and present, See tae of the elements 
that add to the discomfort of the anxious patient, 

isorder in which successful treatment can 


An anxiety attack is a disorae’ , 
be easily achieved; conversely, it ts one m which the patient's distress 
is easily reinforced. The physician quite often unwittingly perpet- 
uates the patient's diffculty by behaving as if he concurs with the 


Patient that it is 2 physical illness. For example, the physician is 


-hout 
witho 

a ru an 

ing anxiety, he may prescribe mk A ie 
3 š s 

Purpose, Thinking that the papani ba conveys the 

and that “ i ell with all neurotics, ü concludes 

allel osha. 
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thing Physically wrong with him es Even when 

a . z esses. A T- 

sumably are not prescribed except for physical illn ill still mis 

: : : ji ; 

given an Explanation for the drug, many patients ie physician be 

Pret such Medication, If no explanation is made, t hysical illnes 
have Only fostereq the patient’s notion that he has a P 
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the situation were explained to her and she were advised to be more 
sympathetic and supportive toward her husband who has no control 
over his symptoms, life for the patient might prove more tolerable. 
The support from the wife in such a situation would strengthen 
the patient’s defenses. This is the type of environmental manipula- 
tion which, in psychiatric prescription parlance, would set “mother” 
(wife) against “father” (the boss), thereby obtaining a kind of pro- 
tector for the “little child” (patient) who is misinterpreting his 
environment. Such a supportive maneuver may make the patient 
quite comfortable without extensive treatment. 

Another method for treating anxiety reactions is the educative 
technique, which is to teach the patient to understand the real nature 
of his difficulties. Initially, this technique is not very satisfactory 
to the patient, because he would prefer to believe his difficulties are 
physical; but if he can be made to go along with it, he may be able to 
achieve much greater comfort. The physiological effects of anxiety, 
as well as the interplay between the emotions and bodily sensations, 
should be explained to the patient. Fifteen-minute sessions over a 
period of time (six months) of this type of educative technique can 
produce beneficial results in many cases. 

Many of the physiological symptoms of anxiety attacks result 
from hyperventilation (overbreathing), which may be so slight that 
it is not apparent to the patient. Sometimes it may occur after a dis- 
turbing dream (which may be immediately repressed). The hyper- 
ventilation syndrome includes feelings of lightheadedness, faintness, 
profuse perspiration, shortness of breath, pam in the head or heart 
region, and tingling sensations in the extremities. In extreme cases, 
loss of consciousness or convulsions may occur. It is often helpful to 
demonstrate to the patient that these symptoms can be consciously 
produced by having him overbreathe for a period of two to three 
minutes in a sitting position. It is also worthwhile to explain the 
physiological mechanism behind the biochemical changes which lead 
to the respiratory alkalosis of which the symptoms are pathogno- 
mic. In many cases, this will immediately relieve the patient of the 
misconceptions that he has “heart trouble” or some physical disorder 
of which he has not been told. It also prepares the way for further 
investigation of the causes that lead to the overbreathing. 
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he will continue to think that he has a physically caus y 
disturbance, í ion wi 
When undertaking the treatment of an ii Ei for 
Physical manifestations of illness, the doctor must ar understand 
the patient’s dependency upon him. If the physician fa beneficial 
and accept this, he has a good possibility of achieving 


o A 
. techniqu 
Tesults for the Patient when employing the educative 
When the Physician has be 


the point Where he p 


4 


Phobias and 
Phobic Reactions 


Closely allied to anxiety states are those reactions of 
fear which are called phobias. : 
Phobia: a persistent fear attached to an object or situation 


which is objectively not a source of danger. The phobic per- 
son usually regards his fears as inexplicable yet experiences 


overpowering anxiety w 
situation. 


hen confronted with the phobic 


In phobic reactions, the usual physiological reactions to anxiety 
often appear: perspiration, tremor, rapid breathing, diarrhea, vomit- 
ing, “tightness in the chest,” rapid heart and pulse rate. 
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Introduction to Psychopathology 
Theoretically, 


of a 
any situation or object may become the p 
phobia. Common phobic foci include heights, closed spaces, ima 
elevators, dirt, germs, open spaces, water, crowds, strangers, 
and the dark, 


CLASSIFICATION 
NORMAL FEARS yg. PHOBIAS 


Although in theo; 


d 
E : 5 base! 
ry it may be difficult to differentiate fear: 

on realistic dangers 


-e the 
from truly phobic reactions, in actual sane. 
Patient’s response to the perceived danger usually clearly in RE 
whether his fear is rational or whether it is serving such purpo feat 
those discussed under “Psychodynamics,” Thus, to evaluate ee k 
of flying, one does not need to become involved in the seat that 
airplane accidents, While there are many objects and es ath, 
most people variably dislike or fear to some extent (snakes, de 
heights), 


a irra- 
the phobic Patient will himself usually recognize the 
tional intensity and inappropriateness of his feelings. 


PHOBIAS vs, PHOBIC REACTIONS 


is to those other n 
Conversion hysteria.” 


PSYCHODYNAMICS 
The beginning of a phobia is usually an acute anxiety attack, 
indicating that s 


ome threatening impulse or feeling has been trig- 
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gered by the environment. Because anxiety, like fear, precipitates 
essentially a “fight or flight” reaction resulting from the intolerable 
feelings that accompany it, the human organism attempts to develop 
defenses to protect itself. The first line of defense is invariably repres- 
sion, but his defense may fail to keep the threat sufficiently from con- 
scious awareness or the anxiety within tolerable limits. Displacement 
(allied with repression) may then be utilized, a defense which leads 
to the development of a phobia. 

OY eee ee SS M 

Displacement: the process by which an emotion or feeling 

is unconsciously transferred from its source or object to a 

more acceptable substitute. 


Utilizing displacement, the individual combats his diffuse anxiety 
by binding it to a particular object or situation which can then be 
avoided, In many instances, life is thus made tolerable for the indi- 


vidual. The specificity of the fear makes it manageable. However 
ay become in terms of life’s 


confining or restricting the phobia m 
ent has at least arrived at a 


experiences or opportunities, the pati 
Solution which offers some escape from the intolerable effects of 
Prolonged diffuse anxiety. 


How is the phobic object selected? The specific choice of a phobic 


object is generally fully understood only through intensive study of 
the patient’s past history. Although universally symbolic meanings 
for the common phobic objects have been suggested, these are not 
invariably valid. Elongated objects may symbolize the phallus, and 
enclosed areas may symbolize the womb; but, like other objects and 
Situations, they may have many other meanings. A fear of the street, 
for example, may symbolize fears of leaving home, sexual temptation, 
exhibitionistic impulses, being attacked, etc. 

The choice of some phobic objects can be explained partially 
in terms of contiguity and continuity. For example: 


A woman walking in the street experiences an acute panic about 
an impulse pertaining to unacceptable homosexual wishes. The 
fear may be displaced or pushed out of awareness by attaching 
the anxiety to some circumstances in the immediate environ- 


ment, i.e., the street. 
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3 j n 
nconscious wish in persons with Phobias to be take 


ave their dependency needs satisfied. They may use 
their companion asa symbolic parent, i.e., asa “good mother,” who 
will protect them 


om their fears. They may also use the companion 
as a “bad motheta an keeping the companion with them, they are 
reassured that their aggressive impulse will not be acted upon or 
thought about, Some Phobic patients keep a companion to Protect 
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themselves from acting out other forbidden impulses, as if the com- 
panion lessened the necessity of watching over their own impulses. 
In a sense, this maneuver is based on the feeling that “You can’t lose 
control if there is somebody present who will manage you.” Phobias 
can be used aggressively to control others and gain special privileges. 
There are some cases reported in which the need for a companion 
is motivated by the desire to disengage the companion from some 
other relationship which the phobic person resents. A phobic girl, 
for example, by requiring her mother to be constantly at her side, 
assures herself that her mother and father cannot be alone together. 
A situation which guarantees exclusive possession is thus created. In 
Most instances, the relationship between patient and companion 
is one of mutual intimidation and satisfaction. 

If a phobia is successful, the phobic object will hold the anxiety 


Within tolerable limits. If the phobic person has a recurrence of the 


original anxiety, stimulated by some situation in the immediate en- 


vironment, the phobia may then have to be extended. 


A woman had a subway phobia which began with an inability 
to ride an express train between two fairly distant locations. 
Gradually, it developed that she would have to get off the train 
at each express stop and then get back on the train before it 
started again. Later, she had to get off at each local stop. It even- 
tually developed that she would have to get off at each stop, wait 
until her anxiety diminished, get on the next train, and get off 
again at the next stop until her destination was reached. 


Phobias are sometimes extremely disabling. Some persons who 
have phobias in a severe form cannot leave their apartment or home. 
They frequently cannot cross the threshold of a certain room. They 
feel helpless and are often unable to work or move about. One might 
Say, “This is silly; take the patient by the arm and tell him, ‘Let's 
89.’ ” When the phobic situation is transgressed by such force, how- 
Ever, the transgression precipitates an AES ee reaction which is 
very painful to the patient. The phobic patient then feels disabled, 
often completely losing the ability to work and the freedom to move 
about. 

Children with phobias often have the same kinds of fears as 
adults. The nature of the feared situation may be of less significance 
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PSYCHOGENESIS 


There are several common elements in the experience or person- 
ality development of those who develop phobias: 


EARLY FAILURES AT MASTERY 


f The person who develops phobias has generally not succeeded 
in the mastery of early childhood problems. There are many possible 


reasons for this failure: 


1. Parental intimidation often keeps a child from mastering any 
situation, whether it is related to sex, aggression, OT assertiveness. 

2. Parents may fail to support children at the appropriate time, 
subjecting them to derision, ridicule, and humiliation. Siblings may 
also contribute to this belittlement. 

3. The child may simply copy oF emulate a very phobic, timid 


Parent who communicates phobic attitudes to the child. 
4. Some persons may have organic difficulties which make them 


less able to master life situations, ¢.8-, the mentally defective child 


May often be phobic. 


Every child, in the course of development, has to learn a method 
of dealing with impulses of sex, aggression, and self-assertion. The 
anxiety accompanying these impulses may lead to a guilt-filled, fear- 
ful child who specifically fears parental retaliation. If he performs 
a forbidden act, expectations of punishment may result, guilt feelings 
arise, and self-esteem and self-confidence may be diminished. In 
Such a setting, anxiety no longer serves the adaptive function of 
Mstigating patterns of assertion which lead to mastery. 


EARLY WITHDRAWAL PATTERNS 


In an activity or social situation that is filled with anxiety or fear, 
the child who becomes phobic either then or later in life may with- 
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draw rather than learn techniques for dealing with the situation. In 
the adult who had the developmental history of a phobic personality, 
one frequently finds the report of multiple childhood phobias: fear 
of the dark, of snakes, of swimming, of animals, or of being hurt. 


Such patterns are easily reactivated when difficult hurdles must be 
faced in later life, 


REPRESSIVE INFLUENCES 


transferred (projected) to outside Causes can come very close to 3 
more pathological defense (projection), which will be discussed later. 


SUMMARY 


The following assum 


Ptions are helpful in understanding a phobic 
reaction: 


1. Phobic reacti 


Ons are closely allied to anxiety reactions and 
often elicit similar 


Physiological responses. 


anism of displacement, the phobic person has 
* Because of the degree of similarity represented, it is sometimes difficult to 
differentiate Phobic from 


h Paranoid features, a distinction which has important 
implications for treatment and Prognosis, 
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arrived at a solution which offers some escape from the intolerable 
effects of prolonged diffuse anxiety, since the specificity of the fear 
now makes it manageable. 

3- Among other purposes, the phobia generally serves the pur- 
Pose of satisfying strong dependency needs, eliciting care, attention, 
and companionship. 

4. The disorder labeled “phobic reaction” is in the neurotic 
classification, since the phobia is the primary and basic symptom 
Without other predominant psychopathy. A phobia can occur in 
Other Settings, however, appearing with other psychopathy and, in 
Some instances, serving to mask more serious (psychotic) disorders. 


MANAGEMENT 


Several techniques exist for treating phobias, many similar to 
those used in relieving anxiety. Some authorities believe that the 
Original repressed impulse should be uncovered, thereby leading to 
an understanding of the original trauma. This can be accomplished 


only through long-term psychotherapy. 
Another kind of treatment involves the direct use of suggestion: 


_ Some doctors issue “safety passes” which are carried by the pa- 
tient to “assure” him safe passage. 

Knowing that alcohol relieves their phobic feelings, some patients 
carry miniature bottles of whiskey. Although it may never be used, 
It serves as a symbol that they really are not helpless since they can 
always take immediate recourse to alcohol. 

Hypnosis has been used to relieve the intensity of a phobia. Best 
results are generally obtained when the suggestion has been given 
10 Stages rather than when removal of the phobia has been attempted 
Precipitously with one suggestion. 

Other unusual approaches utilizing suggestion may also work. 
For example, a phobic patient who was afraid that he would die if he 
left his home was bet $1,000 by his physician that this would not 
Occur. This wager resulted in the patient's leaving his home for the 


Ist tint 
St time in over three months. 
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Phobic patients may be extremely suggestible, naive, and unreflec- 
tive. They often uncritically accept procedures that are not thor- 
oughly rational and that border on the “magical.” The man who 
was bet that he would not die, for example, appeared to have no 
awareness of the ludicrous arrangement in which, even if he “won” 
the bet, he would not be able to collect. 

Drugs can also be used, since they sometimes diminish the anxiety 
and thus eliminate the need for displacement, 

A combination of some understanding of the psychodynamics 
of the particular situation with an understanding of the early fearful 
situations in childhood is most helpful. This task is made easier if 
there has been a phobic parent whose phobic pattern can be distin- 
guished from that of the patient. The phobic companion can be very 
useful in treating the phobic patient because he has extraordinary 
power over the patient and is endowed with attributes which border 
on the magical. Although it is not wise to divorce the phobic com- 
panion precipitously from the phobic patient, it is often possible to 
show the patient how he is using the other person in a destructive 
and hostile fashion. It is helpful if the patient can come to under- 
stand the psychodynamics of his early childhood phobia and his wish 
to be taken care of. Since a great deal of secondary gain accrues to 
the phobic Person in terms of care, attention, and support, it is often 


there is no magical cure and that overprotection, love, and support 


will not allow him to master situations if he always looks to another 
Person for help. 


3 


Bodily Expressions 
of Psychological Difficulties 


As the mediator between the external environment 
and the self as a psychological entity, the body may become the focus 
of functional disturbances in which psychological difficulties are 
&xpressed primarily physiologically. Since there may be a striking 
difference between the patient’s ideas about what is happening to 
his body and the doctor’s concept of what is actually going on, these 
difficulties are often the most frustrating and difficult for the physi- 
slan to handle effectively. 


CLASSIFICATION 


Classification of the physiological complaints and symptoms 
Which express psychological difficulties involves distinctions which 


Cut across both psychogenesis and psychodynamics, 
45 
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version reactions is early affectional deprivation resulting in an im- 
mature and dependent personality and the playing of the “baby” 
role in the family context. 


PSYCHOPHYSIOLOGICAL DISORDERS 


Psychophysiological disorders refer to bodily symptoms which 
are due to the chronic exaggeration of a normal physiological ex- 
pression of emotion. The long-continued visceral expression of an 
emotion eventually leads to structural changes. A physiological basis 
(rather than a symbolic one, as in a conversion reaction) for the 
origin of symptoms is thus formed. Although organs and viscera 
innervated by the autonomic nervous system are typically involved, 
the expanding list of so-called “psychosomatic” disorders now in- 


cludes those in which the mediating role of the autonomic nervous 
ed, Disorders sometimes classified in 


system is not clearly establish 
oriasis, atopic dermati- 


this category include: the neurodermatoses, ps 
tis, bronchial asthma, paroxysmal tachycardia, peptic ulcer, constipa- 
tion, ulcerative and mucous colitis, migraine, hypertension, and ar- 
thritis, It must be stressed that the emotional components in each of 
these disorders varies greatly with different patients and that they 
cannot be considered the only significant causative influence. The 
Specificity of “choice” of the symptom has been attributed to a variety 
of factors, including the particular personality characteristics of the 
patient, the particular type of conflict the patient is experiencing, the 
Predominant type of emotion being experienced, and organic weak- 
ness which makes a particular organ vulnerable to specific or non- 
Specific stress, Most authorities would allow for the possibility of a 
physical vulnerability of the particular organ involved. Nevertheless, 
emotional antecedents, particularly related to the control of hostility, 
are often striking in the precipitation and exacerbation of these dis- 


Orders, 


HYPOCHONDRIASIS 


Hypochondriasis refers to a persistent pathological concern about 


the health of the body, expressed in marked diffuse preoccupation 
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about the function of many organs. This preoccupation tends to 
usurp all other interests. Although at one time the term “hypochon- 
driacal” was used only for those patients who had no organic pathol- 
ogy, it is used now sometimes for those who have excessive preoccupa- 
tion with actual organic illness. Symptoms of the hypochondriacal 
state include complaints of pressure in the head, poor memory, in- 
ability to concentrate, irritability, poor sleep patterns, which accom- 
pany multiple aches and pains—all described compulsively and 
repeatedly by the patient. Hypochondriasis is a compensation for 
serious defects in self-esteem or for unaccomplished ideals in life. 
Although typically classified as a neurotic disorder, hypochondriasis 


may actually incorporate beliefs about the body which are delusional 
and hence psychotic. 


OTHER BODY-IMAGE DISTURBANCES 


“Body-image” or “body concept” refers to the ways in which onë 
experiences and evaluates one’s body. Sensory perceptions from 
skeletal musculature, surface of the body, as well as sensory percep” 
tions from inside the body—all contribute to the “body concept- 
This involves the degree of clarity or distortion in perception ° 
the body, the degree of satisfaction or dissatisfaction felt about thé 
body, and the nature of the total relationship between the person ap 
his body as an object. Body-image disturbances subsume a i 
variety of clinical disorders which are not etiologically related, a 
though they have in common the fact that the major sympto™ p 
related to how the body is experienced by the patient. The follow- 


ing phenomena would be examples of disturbances typically mt 
ferred to as disturbances in body-image: 


In some cases of brain damage, patients may give very distorted 
descriptions of paralyzed body parts, or deny the existence of ce 
tain body parts, or deny the existence of their paralysis. 

In the phenomenon of phantom limb, the patient may continue 
to experience a removed limb, often with 


pain, as if the limb wer? 
still physically present. 


In functional disorders, some patients will invest an abnormally 
great interest in the body and its parts which may be expressed as 
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dissatisfaction with minor or nonexistent “defects” in the external 
appearance of the body. It may also be expressed in abnormal con- 
cern with the health and integrity of the body and its functioning 
(hypochondriasis). 

Certain body parts may be invested with sexual or symbolic mean- 
ing. Some persons seek to change their bodily appearance or facial 
features for reasons of extreme unconscious conflict which have little 
to do with their actual appearance. In one patient, for example, a 
certain physical feature may symbolically represent a relationship 


to a relative whose way of life is not condoned. Another feature may 


be unconsciously viewed as revealing hidden truths about the per- 
son. As the nose may reveal the fact that one is of a certain nation- 
ality or that one has been drinking, unconsciously it may be perceived 
also as revealing other truths, particularly unacceptable ones. Be- 
cause the nose also has symbolic likeness to the sexual organs (place- 
Ment in center of body, an opening with a discharge), it may also 
become the focus of anxiety and concern actually displaced from the 
genitals. Such unconscious conflicts may necessitate that any surgery 
on the part will be judged unsatisfactory by the patient. 

Distortions in the perception of normal body functions may also 
occur, e.g., normal sensations or noises in the stomach may be mis- 
interpreted as indications of pregnancy or cancer, misinterpretations 
which sometimes persist in spite of physicians’ reassurances to the 
Contrary, 

Delusional ideas ( 
Weight of external evidence) 
Psychotic depression, for examp 
his body is dead or that it is rott 
May perceive their bodies as norma’ 
are reduced to emaciated figures. 


false beliefs not amenable to correction by the 
sometimes center about the body. In a 
le, the patient frequently feels that 
ing away. Anorexia nervosa patients 
l and “just right” even when they 


PsyCHOGENESIS t 


The role which the body comes to play as mediator between the 


external environment and the self as a psychological entity is the 


*In some instances, it appears feasible to discuss psychogenesis prior to psy- 


chodynamics, 
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result of numerous influences, both physical and psychological. It is 
important to recognize that a child is not born with an awareness OF 
understanding of where his body ends and the world or external 
reality begins. One can observe the joy of a young child as he learns 
that some part of his body, such as his hand, has a special relationship 
to him and that the movement of a finger or of the hand itself is 
related to some kind of control by him. The frustration over things 
that are not like this, such as the mother’s breast, can also be readily 
observed. 

The distinction between self and nonself is sometimes referred 
to as body boundaries or ego boundaries. If the normal process of 
learning this distinction becomes disrupted,” the basis on which the 
distinction actually rests never becomes firmly established in the 
child’s bodily experience. This state may persist through adulthood, 
leaving the person vulnerable to the development of disorders involv- 
ing faulty perception of both self and external reality. 

In the course of the growing child’s contact with reality, sensory 
impressions are continually conveyed by means of the kinesthetle, 
visual, and the tactile systems, and lead to a highly differentiated form 
of bodily awareness. Important values, real and symbolic, come to be 
placed on the body and its parts. These values are derived from gen 
eral cultural influences as well as from specific experiences in the 
family. 

Early patterns of family and cultural communication about the 
body and the role of the body vary greatly: 


Studies have indicated the tremendous differences by which 
families communicate the values they place upon the child’s body 
and upon such concepts as “sickness” and “health.” In some families 
for example, a rise of one degree of temperature in the child is cause 
for alarm and panic; in others, serious illness goes unnoticed. If atten” 
aon acceptance, service, comfort, reassurance, and love become as- 
sociated too exclusively with being ill, patterns of illness may be 
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reinforced which are perpetuated throughout life. If illness is gen- 
erally ignored, a pattern of denial of illness may be formed. 

Sickness and health are often consciously or unconsciously 
equated with “sin” and “virtue,” respectively. Physical illness may 
be interpreted as punishment for one’s sins or moral transgressions. 
Physical health, on the other hand, may be perceived as the reward 
for being virtuous. Thus, one presumably “deserves” what one gets; 


one also “gets” what one really deserves. Unconscious guilt may thus 


lead to an anticipation of punishment in terms of bodily harm. Reli- 


gious beliefs and practices may reinforce such conceptions of physical 


health, infusing them with values which have little to do with the 


actual physical state of the body. 


His state of handsomeness or ugliness, 
and strength or weakness, as well as familial and cultural attitudes 


about these states, are conveyed to a child at an early age through 
numerous family interactions. These evaluations are often enduring, 
even long after they are no longer based on reality. pees, a person 
who was obese as a child may continue to perceive himself as being 
Overweight even when he is of normal bodily size. The “ugly duck- 
ling” child may develop attitudes of self-derogation which persist 
long after she has become a “swan.” 
Pain or the denial of pain may res 


€nt families and may express “messages” W j 5 
the physical problem involved. Expressions of pain quickly become 


interpersonal phenomena. Pain may serve a self-excusing function, 
for example, by relieving the person of certam responsibilities. 
“Bearing” pain may be interpreted as a testimonial to one’s bravery 
and physical strength, to one’s mora 
Telationship with the deity. Pain is seldom a p 
reaction without psychological components. 
Quite different attitudes may be conveyed about the worth, 
Cleanliness, or acceptability of the body and bodily functions. In 
Cur culture, for example, anal functions are frequently fused with 
shame and guilt. Although there may be some intrinsic wisdom 
in many of these attitudes, it nevertheless seems that our culture 
Sometimes perpetuates many irrational attitudes about normal bod- 


ily functions. 


adequacy or inadequacy, 


ult in varied responses in differ- 
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urely physiological 
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Genital differences between boys and girls may be associated with 
attitudes of damage and inferiority. Some women, for example, have 
unconscious resentment toward men because being a woman is inter- 
preted as having been deprived of something which the man has. 
Attitudes of self-damage may stem from unwarranted earlier beliefs 
about the effects of masturbation. Threats to the child that mastur- 
bation leads one to “lose his mind,” that it will “cause the penis to 
fall off,” or that it prevents one from becoming a “man” are all com- 
mon in our culture. Attitudes of damage and inferiority, established 
at an early age, may be perpetuated and serve as a source of difficulty 
in relating intimately to the Opposite sex. 

Different cultures place quite different values on certain bodily 
characteristics, such as thinness, light skin color, height, curl of the 
hair, etc. Our culture places great value on everlasting youth and 
beauty, an ideal which is presumably within everybody's reach if 
one only utilizes available beauty aids. 

Attitudes of excessive modesty or immodesty about the body vary 
greatly, stemming partly from how parents have responded to the 
child’s normal exhibitionistic impulses which reach a peak around 
the age of two or three years. Exposure of the body even in the course 


: Boa fe t 
of a physical examination may be a source of great embarrassmen 
and anxiety to certain patients. 


Thus, under the influences of particular experiences in a partic- 
ular culture, the growing individual comes ultimately to develop # 
conception and perception of his body which often directly mirrors 
his total adaptive and integrative capacities and which may deter- 
mine his reaction to both imagined and real physical disturbances: 


PsycHODYNAMICS 


may not become apparent, ho 
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evoked bya change that is occurring in the body itself. Such a change 
may occur as a result of normal aging, particularly at the time of 
adolescence or late adulthood. It may also occur because of sickness, 
Particularly as a result of physical trauma. At such times, earlier 
attitudes and misperceptions may be reactivated and precipitate 
severe Psychological disturbances. 

During pubescence and adolescence, there is much concern about 
the appearance of acne, the deepening of the voice, the growth of 
axillary and pubic hair, the size of the breasts, and the size and new 
Sensations in the penis and testicles. Bodily changes at this time 
Sometimes produce a sense of loss of the earlier image; these changes 
also arouse anxiety in that they imply that the adolescent is now 
becoming a peer of his parent. The effects of these changes in other 
People are often either anticipated or dreaded by the adolescent. On 
Some occasions, his anxiety is aroused because the expected changes 
are not Occurring or are not occurring in a desired time or way. 

In a later period of life, the “middle-age spread,” balding, and 
observable skin changes may have a profound effect on the image of 
Masculinity or femininity the person holds about himself or herself. 
People who have been excessively interested in the appearance of 
their bodies may then become preoccupied with the functioning of 
their bodies, This may be translated into concern about illness, 
leading to hypochondriacal concerns. 

In other instances, changes in the person’s body as a result of 
Surgery may force a shift in the person’s self-perception which upe 
the integrity of the body-image. It is thus not uncommon for plastic 
Surgeons to find that, although cosmetic surgery may be extremely 
Successful from their own point of view, certain patients coninue 
to express dissatisfaction with the result. The change may result in 
a “loss reaction” and elicit feelings of depression. Surgical results 
may also amplify into consciousness the unconscious conflict motivat- 
8 the desire for change and thus produce anxiety. . 

Sudden changes in the body may also occur as a result of accidents 
OT surgical trauma. In persons who have had amputations, the percep- 
tion Of the lost part of the body normally remains for some time, as 
if the Part were still present. The sensations are such that during the 
Postoperative phase following a leg amputation, some of these pa- 
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PSYCHOPHYSIOLOGICAL DISORDERS 


In view of the actual Structural changes, these disorders eek 
must be treated initially as a medical problem. Some patients a 4 
be helped to see the relationship between exacerbation of helt ae 
toms and emotional upsets in their daily lives. An opr 
their present life situation is often helpful, particularly mag 3 F 
to the handling of hostile feelings. Manipulation of the eav 
may sometimes alleviate the pressure the patient is experienc on 
Resolution of the underlying personality difficulty, however, § 
erally requires extensive psychotherapy. 


HYPOCHONDRIASIS 


+ Jife, it 

Except for hypochondriacal concerns which arise late in ui ei, 

is extremely difficult to treat hypochondriasis. There is proba a 

more hostile interpersonal relationship than that between 2 He 

chondriacal patient and a nonenlightened, nonunderstanding pi 

cian. It is an interpersonal relationship in which a mutual en. the 
exists: the patient is concerned about his pain and complaints: 


n 
S . 7 ot fi 
physician resents the presence of complaints for which he canny such 
a basis and stresses that 


OTHER BODY-IMAGE DISTURBANCES 
pe 
. . . in 
The range of Possible disorders varies from those that ain 
handled by Sympathetic reassurance and support by an understar 
physician to those that require extensive psychiatric treatment. 
physician who is aware of the sensitivities and vulnerabilities O 


f his 
à s eri 
patient will often be able to forestall the development of more $ 
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ous difficulties. For example, in addition to the normal-occurring 
phantom appearing with limb amputation, the painful phantom ap- 
pears to arise most often when the person has not been properly 
prepared for the loss of the limb and the expected reactions to it. 
Patients about to undergo amputations are often greatly concerned 
about the fate of the amputated extremity. A mourning or grief 
reaction for the body part frequently accompanies its loss. The sen- 


sation of burning pain as the presenting symptom has been revealed 
in some patients to be a reflection of the fantasies about the absent 
extremity: “I’ve heard what doctors do with the organs that they 
take out. I know they are put in the incinerator and burned.” Pre- 
paring the patient for the loss and helping him understand that the 
loved part of the body will be handled with respect can help to pre- 
Vent such a painful reaction. 


The intensity with which the patient may focus on his bodily 
difficult to deflect his thinking to 


Some patients find security in 
ally well and that there is no 
h assurance can have meaning 
the patient the total impres- 
on an inadequate examina- 


symptoms may make it exceedingly 
their psychological concomitants. 
being assured that they are physic 
Organic basis for their difficulty. Suc 
only when the physician has conveyed to 


Mon of competence. Reassurance based 
tion of the patient’s physical and mental status can obviously mean 


nothing, Nevertheless, some patients must continue to hold to the 
belief that their difficulties are purely physical and may be extremely 
threatened by evidence to the contrary. 


The severity of the disorders which may be expressed in body- 
careful evaluation of the patient's 


both personality and physiology. In 
xpression of a transient emo- 
tional difficulty in a relatively intact personality; in other instances, 
the symptom may be a prodromal indication of a serious personality 


disintegration which may present difficult problems of management. 
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PSYCHOPHYSIOLOGICAL DISORDERS 


In view of the actual structural changes, these disorders usually 
must be treated initially as a medical problem. Some patients can 
be helped to see the relationship between exacerbation of thet ee 
toms and emotional upsets in their daily lives. An exploration © 
their present life situation is often helpful, particularly in rela 
to the handling of hostile feelings. Manipulation of the environs 
may sometimes alleviate the pressure the patient is experiencing: 
Resolution of the underlying personality difficulty, however, gen- 
erally requires extensive psychotherapy. 


HYPOCHONDRIASIS 


>is it 
Except for hypochondriacal concerns which arise late 1n ac 
is extremely difficult to treat hypochondriasis. There is probab y P 
more hostile interpersonal relationship than that between 4 ie 
chondriacal patient and a nonenlightened, nonunderstanding oe 
cian. It is an interpersonal relationship in which a mutual insesi 
exists: the patient is concerned about his pain and complain Sia 
physician resents the presence of complaints for which he a ah 
a basis and stresses that “everything is all right; you're well. tsa 
reassurance does not help the hypochondriacal patient; if he gr 
few days’ magical security out of it, he will return and complain ae 
more. It is interesting to see, at some major clinics, the hypoe o 
driacal patients gather in the waiting room and talk over many 


their complaints. This is probably as therapeutic as anything 
the physician could do. 


OTHER BODY-IMAGE DISTURBANCES 


e 

The range of possible disorders varies from those that ani 
handled by sympathetic reassurance and support by an understa” phe 
physician to those that require extensive psychiatric treatment. pis 
physician who is aware of the sensitivities and vulnerabilities °% 
patient will often be able to forestall the development of morë oe 
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in addition to the normal-occurring 


ous difficulties. For example, 
ation, the painful phantom ap- 


phantom appearing with limb amput 
pears to arise most often when the person has not been properly 
prepared for the loss of the limb and the expected reactions to it. 
Patients about to undergo amputations are often greatly concerned 
about the fate of the amputated extremity. A mourning Or grief 
reaction for the body part frequently accompanies its loss. The sen- 
sation of burning pain as the presenting symptom has been revealed 
in some patients to be a reflection of the fantasies about the absent 


extremity: “I’ve heard what doctors do with the organs that they 
take out, I know they are put in the incinerator and burned.” Pre- 
Paring the patient for the loss and helping him understand that the 
loved part of the body will be handled with respect can help to pre- 


Vent such a painful reaction. 
The intensity with whic 
Symptoms may make it excee 


h the patient may focus on his bodily 
dingly difficult to deflect his thinking to 


their psychological concomitants. Some patients find security in 
being assured that they are physically well and that there 1s no 


Organic basis for their difficulty. Such assurance can have meaning 
only when the physician has conveyed to the patient the total impres- 
d on an inadequate examina- 


Ston of competence. Reassurance base t 
tion of the patient’s physical and mental status can obviously mean 
nothing, Nevertheless, some patients must continue to hold to the 
belief that their difficulties are purely physical and may be extremely 


threatened b : he contrary. 
y evidence to the c i - 
The severity of the disorders which may be expressed in body. 


image symptoms necessitates a careful evaluation of the patient's 
total functioning in the areas of both personality and physiology. In 
Some instances, a symptom may be an expression of a transient emo- 
tional difficulty in a relatively intact personality; m other instances, 
the symptom may be a prodromal indication of a serious personality 
disintegration which may present difficult problems of management. 


6 


Obsessive 


Reactions 


One of the common personality patterns in our cul- 
ture is the obsessional type, characterized by uninteresting and u 
imaginative attitudes, serious demeanor, devotion to hard work, a™ 
reliance on intellectual pursuits. Individuals of this type place 
achievement above the pursuit of pleasure and have a great desir“ 
to be respected and admired. They may appear strong-willed and 
overly concerned lest advantage be taken of them. They have grea! 
difficulty in being emotionally spontaneous and tend rather to P? 
overcontrolled, inflexible, and rigid in behavior, Being orderly a? 
perfectionistic, they may spend so much time on trifles and minutiaé 
that attention to important matters is impossible. They are usually 


extremely ambivalent and may have periods of doubting and indeci- 
58 
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ice, ee scrupulous in thought and behavior, they often 
They 3 a ae moral code, although inconsistencies may exist. 
ADN 7 ig P objec and possessions 1n such a pa that collection 
ae e in itself rather than a mean to any intrinsic pleasure 
Mere 2 we, offer. Sexual pursuits tend to be pedantic and 
TA ae and sex, like other activities, often becomes a highly 

eduled) act. 


CLASSIFICATION 


N 
ORMAL vs. PATHOLOGICAL 


A ae are obsessional components in normal personalities as well 
lend at ier ones. Perseverance, reliability, and conscientiousness 
aie i ay) to the personality. Selêdiscipline developed as an iden- 
fin ae with orderly and disciplined parents tends to perpetuae 
N ealthy control and channeling of early childhood impulses. 

evertheless, it is easy to recognize that there is a fine line between 


he; : 
althy and neurotic traits in this aspect of personality development. 
essive personality may give rise 


aso ; p 
bsessions and compulsions. 
Obsession: a recurring thought or idea which enters into 
consciousness without voluntary control. 


on or ritual which is repeated 


Compulsion: a recurrent acti 
ns of avoiding extreme 


in a perseverative way as 4 mea 
anxiety, 


ions (actions) usually coexist so 


Obsessions (ideas) and compuls 
ly made and both are generally 


tha: X 5 
ae the distinction is not invariab 
sumed in the obsessive syndrome. 
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Obsessive behavior, in mild form, may be expressed in such a 
mon doubts as making “doubly sure” that the doors are locked an 
that the gas jets have been turned off, even after they have already 
been checked. In more serious forms, obsessions and compulsions 
can seriously affect the person’s relationships to everyone about na 
and may leave the person unable to handle the practical problems ©! 
everyday living. 


x ; : ; ifica- 
The degree of personality distortion may be a guide for classifi 
tion of obsessive reactions: 


OBSESSIVE PERSONALITY 


The obsessive personality is typically considered within B 
normal range of personality, expressing obsessive patterns pes 
may rise to worthwhile activity and achievement. Such individua } 
usually come to a physician when they feel they are not working E 
top performance or when they come to a point in early adulthoo 
when they are not finding pleasure in life. Typical of obsessive reac 
tions, the individual’s life is often characterized by limited pleasure 
and enjoyment. Mild depressions may result, and the depressive 
component, although secondary to the obsessive reaction, may be the 
more prominent aspect of the patient’s complaints, 


OBSESSIVE-COMPULSIVE NEUROSIS 


PSYCHOSIS AND OBSESSIVE SYMPToms 


In these instances, the basic disorder is 


P Psychotic, even though 
the presenting symptoms may be ob: 


S€SSive in Nature. Obsessions 


Obsessive Reactions 6r 


and compulsions may help stabilize a basically psychotic individual, 
thus playing an important defensive role. In these instances, it is im- 
portant to recognize the underlying defect in reality testing. One 
variety of such disorders falls in the category of “pseudoneurotic 
schizophrenia,” a designation which reflects the fact that the present- 
ing symptomatology is deceptive in that neurotic-like symptoms mask 
a psychotic (schizophrenic) disorder. 


PSYCHOGENESIS 


Just how do obsessional reactions develop? Most authorities 
would agree that the stage in personality development from which 
these reactions originate appears to center around bowel and habit 
training, the first social demands on the child. The issue at stake 
involves the child’s own autonomy versus his giving in to others, 
expressed particularly around such issues as cleanliness and control of 
unacceptable (dirty) impulses. 

In our culture, one of the first social demands of the child is 
Cleanliness. The struggle aroused by this demand may establish re- 
actions which persist throughout life. By the time of toilet training, 
the infant has already developed some patterns of eating, defecation, 
Sexual exploration, and general behavior. Parallel to these develop- 


ing functions, however, concomitantly comes the necessity for disci- 
pline, regulation, and control, particularly in a culture which places 


great emphasis on such values. : 
In response to parental demands for cleanliness and discipline, 


the reaction of the child may take two forms: submission to the 


demands of the parent (authority), OF defiance: 


Submission is said to result when guilt and fear predominate, 
giving rise to such character traits as submissiveness, conformity, 
orderliness, cleanliness, reliability, and conscientiousness. ; 

Defiance is said to be the result when excessive rage predominates, 
giving rise to such traits as obstinacy, untidyness, negligence, and 
unreliability. The final resolution of this conflict is generally neither 
total submission nor total defiance; ultimate patterns of behavior 
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will often reflect subtle manifestations of both reactions so that 
marked inconsistencies in behavior will appear later. 


The struggle which ensues between the child and the parents may 
be an active and open struggle, or it may reveal subtle evidences of 
conflict. Some sensitive children never participate in an actual power 
Struggle with the parents. Hostile feelings may be concealed in 
thoughts which are not expressed in action, leading to an “emotional 
isolation” in which feelings are habitually isolated from behavicy 
In other children, the conflict may lead to an open fight and direct 
aggression, culminating in their becoming “stubborn” and “strong- 
willed.” 

Though the child desires to be loved, he also wishes to be re- 
spected. Feeling the parents’ pressure to yield to their wishes, he 
may become preoccupied with the task of outwitting the parents, 
a goal which may distort the desire to be loved into a desire to ule 
respected and to be served. Although at first the child hopes to wi? 
this power struggle, fears of retaliation become inevitable and thg 
control of rage becomes paramount, since, after all, in spite of his 
power he is in reality much smaller and weaker than his parents. 
Such a relationship with the parents may become the prototype for 
all other later contacts and relationships: defiance and rebellion be 
come submerged under the Pressure for submission and control. 

In childhood, there may be direct derivatives of this power strug- 
gle: temper tantrums, hail-biting, bed-wetting, tics, stammering, 


festations of this conflict, In adulthood, the extensions of this conflict 
may be seen in the inhibition of the expression of direct aggression, 
periodic loss of self-confidence, perfectionism, Overvaluation of pos 
Sessions, excessive intellectual control of behavior, poor capacity for 
tender feelings, and the separation of feelings from thoughts. 


PsyCHODYNAMICs 


The defenses which the individual develops as a Way of control- 
ling his rage and the anxiety it precipitates form the basis for the 
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extensions into adulthood of the struggle for control and can give 
rise to a resolution expressed and reflected in an obsessive reaction. 
Thus, obsessive patterns of behavior are relatively enduring ones, 
generally perpetuated directly from childhood into adulthood. In 
some instances, however, the blatant symptomatology may not occur 
until at some point in life when one’s ongoing interpersonal rela- 
tionships in some way recapitulate the original child-parent struggle 
centered around autonomy versus giving in to others and the control 
of the hostile impulses concomitant with the anxiety they arouse. 


In the resultant of that behavior labeled “obsessive” or “compul- 


Sive,” the mechanisms of undoing, reaction formation, and isolation 


usually predominate. 
Un Eee 


Undoing: a process in which something already done (in 
thought or action) is symbolically canceled out (undone) 


as if it had never occurred. 


Many of the rituals of the obsessive individual can be understood 


as magical attempts to “undo” the harm the person unconsciously 
imagines will be caused by his wishes. “Undoing” also serves as an 
“excusing” function, so that punishment for hostile feelings or ac- 
tions will not occur. Undoing can be seen in normal behavior in 
many of the religious rituals of atonement, as well as in many other 
Conventional acts of behavior. 


An example of the magic © 
strated on the beach where a 


f the words “I’m sorry” was demon- 
n older boy suddenly threw sand in 
the face of a small boy. For a brief moment it appeared as if the 
wrath of the gods were about to descend upon the boy in the 
form of retaliation by the parents of. both children. Sensing his 
fate, the older boy immediately cried, “I’m sorry, I'm sorry.” 
Peace suddenly reigned, and everyone acted as if nothing had 


happened. 


Because the basis of obsessive rituals 
early childhood when “magical” ideas dominate, the specific mean- 


ing of the undoing mechanism in a particular adult ritual is often 
distorted and disguised so that it is difficult to discover its meaning, 


a compulsion to count repetitively from one to 
y in the course of eating. The meaning of this act 


is established at a period of 


A patient had 
five, particular! 
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nee kant 
was revealed to be that of reassuring himself that no 


e 
i i d whom h 
come to any of the five members of his family towar 

harbored unconscious murderous impulses. 


: hostile 
Originally established as a means of controlling E gi. life 
impulses aroused by parental demands, such ritua i E, problem 
serve the adaptive purpose of helping the person han esent intea 
in the control of hostile impulses precipitated by his # 
personal relationships as well as the accompanying anxiety. 


. r is 
A x ive behavio 
Another defense mechanism prominent in obsessive 
reaction formation. 


— sc —e—=e 


z ; ich behav- 
Reaction formation: an unconscious process in meee of 
ior and attitudes are adopted that are the direct op 
elt : ress. 
impulses which the individual cannot directly exp 
In reaction formation 


is 
é itudes 

» one of a pair of ambivalent attit 
Teacted against by accent 


‘ons 
ifestatlO 

uation of the other. Thus, p an 

3 : A ; nea 

of love may be a reaction against feelings of hate; n 


; e in dirt an 
cleanliness may be a reaction against finding pleasur A 
messiness. Behavi 


ifestations 
; se i 

of hate, may be reflected in Oversolicitous care and man 
of concern which appear ina 


The underlying h he miS 
Somehow the other Person will be harmed; consequently, 
be cared for and p 


at the time of the child’s birth, the 
mother had expressed the wish that hi 


€T baby would die and that 
&ged the doctors to perform an abortion. 
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under control, the impulse will invariably reach direct expression 
in behavior. Thus, an isolated expression of cruelty and aggression 
will suddenly appear side by side with excessive love and devotion. 
Likewise, clean and orderly individuals may be found to retain some 
extremely messy habit, quite out of keeping with their total pattern 
of behavior. An individual who is highly fastidious about his dress 
and cleanliness, for example, may yet persist in carrying a very dirty 
handkerchief. 


An exceedingly compulsive patient placed great emphasis on 
cleanliness and neatness, taking at least three baths each day. 
Although repulsed by the idea of lying on clean sheets without 
first having bathed, he reported his great pleasure in the smell 
of foul odors, with an associated messy ritual related to bowel 


movements, 
It is by such evidence of the fact that the original defiance was not 
totally submerged by submission-fear reactions that reaction forma- 
tion usually can be recognized. 

In addition to undoing and r 
acteristic defense of obsessional patients is isolation. 


eaction formation, another char- 


Isolation (isolation of affect): @ process by which experi- 
ences, impressions, and memories are separated from their 
emotional significance and are experienced without feeling 
or affect. 
i SSS ee 
The use of isolation deprives associations of their affective signifi- 
cance to such an extent that ideational content may be colorless 
and without emotional meaning. The rigidity, lack of spontaneity, 
and apparent indifference of obsessional patients reflects the degree 
to which isolation has become an overriding aspect of their adjust- 
ment. Isolation is apparent in obsessive rituals in which the action, 
conducted perfunctorily, has long since been separated from its emo- 
tional connotation. The feeling is no longer available to conscious 
awareness, and only the act remains. Reliance on isolation is also 
revealed in the emphasis which obsessional individuals place on the 
accumulation of factual knowledge, giving continual precedence to 
intellect and reason over feelings and emotions. In contrast to repres- 
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; š z . de- 
sion (a defense which discourages intellectuality), obsesion 
fenses may lead to productive, scholarly, intellectual purni E 
adaptively, however, they create concern with minutiae to suc 


. . o . =| most 
extent that the individual is never really free to engage in the 
important aspects of his work, 


SUMMARY 


f : ‘ ing obses- 
The following assumptions are helpful in understanding 
sive reactions: 


1. Obsessive symptomatology may occur in a variety of disorders, 
ranging from the normal to the psychotic. decd 

2. Although obsessions and compulsions are typically conside: a 
as symptoms of a neurosis, they may also appear in a psychosis 
which reality testing is extremely poor. Fe 

3- Obsessions and compulsions arise in terms of such defenses R. 
undoing, reaction formation, isolation of affect, and excessive relian! 
on intellectualization. ar: Ises 

4. These defenses are utilized to control strong hostile impu a 
(and the accompanying anxiety) elicited around problems related t 
autonomy, control, and being controlled. bi 

5. It is assumed that the obsessive syndrome was originally Sr 
lished in relation to the struggle with parents over bowel and habi 
training, Eos: 
6. Recapitulation of the original conflict (control versus being 
controlled) in present interpersonal relationships may give rise tO 
an exacerbation of obsessive symptomatology in adulthood. 


MANAGEMENT 


serves to perpetuate them. Intellectuality, for example, is admired 
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in our culture and may be used to gain recognition and respect. 
Nevertheless, in the process of psychotherapy, intellectuality may be 
a barrier to introspection, since the individual may compulsively re- 
port factual knowledge without significant feeling. He may accept 
interpretations intellectually without really feeling, understanding, 
Or accepting them in the emotional sense. 

> Early intervention with psychotherapy, preferably psychoanalysis, 
is the treatment generally considered most advisable. As extensions 
of the disorder occur, however, and the state of chronic and severe 
tension results, the positive influence of psychotherapy is less certain. 
The goal of treating an obsessive individual is often to help him 
live more comfortably with his obsessions or to help him channel his 
Obsessiveness into productive areas. When an adjustment is pre- 
carious, obsessive defenses often serve as defenses against further 
regression, that is, psychosis. In such disorders, it is necessary to sup- 


Port obsessive defenses rather than to eliminate them or uncover 


their unconscious significance. Consequently, the role of obsessional 


defenses in the adjustment of the individual must be carefully evalu- 


ated, 
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A problem frequently brought to the physician 1s a 
disturbance in sexual functioning which is causing guilt, fear, or 
anxiety. At times, it will be the patient himself who comes to the 
physician to express his concern about difficulties in this highly per- 
sonal area of life, On other occasions, it may be a parent, spouse, Q 


loved one who expresses concern about the patient’s sexual dificul- 
ties. 


Due to the fact that our culture 
tractiveness and sexual potency, 
feelings of worth and self-esteem 
he functions in the sexual act. P. 
phasis on sex in this era of co 

68 


places great value on sexual at- 
it sometimes appears that a patient’s 
totally depend upon how adequately 
erhaps our culture places undue em- 
mpulsive sexuality, It is, for example, 
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a fairly recent innovation that increasing emphasis is placed on the 
desirability of satisfying the sexual partner. Indeed, it has been said 
that some individuals have become so imbued with the importance 
of this goal that for them the sexual act represents a challenge to 
demonstrate their competence to such an extent that the enjoyment 
of both partners is diminished. 

P Since it is possibly the most intimate of an 
tionship, the sexual act often highlights problems which actually 
characterize all of the person's relationships. Therefore, although 
the patient's complaint may appear to be solely related to sexual 
Matters, it is more usual to find that it represents merely one aspect 
of what is a more generalized maladaptive pattern of adjustment. 


y interpersonal rela- 


CLASSIFICATION 


d aberrations in sexual functioning may take 


Sexual disorders an 
t in our culture 


many forms. Some of the sexual problems frequen 
Include: 


action to a member of one’s own sex, 
al participation in overt sexual 
also be unconscious and may 
o conflict in which the sexual 


Homosexuality: sexual attr 
usually implying a desire for or actu 
Contact. Homosexual impulses may 
give rise to sublimated activities or t 


Significance is not immediately apparent. b G 4 
Voyeurism: a disorder in which abnormal gratification is achieved 


by “peeping.” This activity, as a perversion, is carried on in a 
clandestine fashion and is usually accompanied by masturbation. 

Exhibitionism: a disorder in which abnormal gratification is 
achieved through intentional exposure of the sex organs in inap- 
propriate circumstances. This disorder is most commonly found 
in males who expose themselves to women, adolescent girls, or very 


young children. 

Fetishism: a disor! 
tion are produced by a 
Sexual significance and 
brassiere). 


der in which sexual excitement and gratifica- 
n object which is invested with abnormal 
love (e.g a lock of hair, a stocking, a 
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Transvestism: the act of dressing in clothes of the opposi a 
usually found in men and often carried out in a ritual involving 
masturbation. Ha 

Potency Difficulties: difficulties in achieving successful culmin i 
tion of the sexual act. Common complaints include aeee 
(inability to achieve and maintain an erection), premature of tn) 
tarded ejaculation in the male; frigidity (inability to achieve orgas 


‘ les 
and vaginismus (involuntary painful spasm of the vaginal musc ) 
in the female, 


Upon initial presentation by the patient, the symptom’s E 
cance in the total organization of the patient’s personality is a 
difficult to infer, Sexual problems, like other symptoms, serve a 
functions. In many patients, a sexual disorder may be 7 a 
circumscribed problem in an otherwise intact and effectively ioe 
tioning individual. In other patients, the symptom may indica i 
disorganization of personality which upon close inspection is $ a 
to be psychotic. Likewise, a given problem in one patient DALM 
transient and easily modified by external circumstances; in a ie 
patient, it may be extremely intractable. For example, many 4 H g 
have been sexually impotent while experiencing a debilitati s 
cold, or even when unduly tired or temporarily depressed. Neve 


; : : ely 
theless, as a persistent problem, potency difficulties are extrem 
difficult to relieve and often 


. rs s < cho- 
require extensive and intensive psy 
therapy. 


' } $ E ust 
When evaluating the patient’s complaints, the examiner es 

a : $ ideati 
be aware of the cultural attitudes which color the patient’s arna 
and report, as well as of his own biases and attitudes Cee i 


AN ; It 
sexual matters. In problems related to sex, it is often more difficu A 
to draw a definitive line between what is deviant or abnormal an 
what is 


within normal limits than in any other area of human bê- 
havior. Certain acts which may constitute part of the foreplay 
in the sexual act, for example, become pathological only when 
they constitute the end-goal in themselves. Cultural attitudes also 
are constantly shifting; consequently, what might appear grossly 
abnormal in one setting at one time may appear much less so in 
other circumstances, 


The difficulties in making such distinctions can be illustrated 
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by the problem of homosexuality. Although most people think of 
a dichotomy which separates the homosexual from the heterosexual, 
the picture is actually more complex. For example, psychoanalytic 
theory postulates a homosexual phase of adjustment in normal 
preadolescence during which the young boy or girl has almost 
exclusive interest in members of his or her own sex. It is also 
relevant to note that studies have indicated that over one-third of 
the males and one-fourth of the females reported the occurrence 
after the onset of adolescence of some form of homosexual release 


to the point of orgasm. Thus, many individuals who have had 
osexual in the sense of its 
n. As one becomes 
one also sees that 


homosexual experiences are not hom 
Constituting a single method of sexual expressio: 
aware of the motivational aspects of behavior, 
some behavior (such as Don Juanism) which might appear solely 
heterosexual is motivated by underlying homosexual impulses. Com- 
Plicating the issue even further, both homosexual and heterosexual 
behavior may be motivated by nonsexual impulses (e.g., competitive 
Strivings, dependency satisfactions, hostility), the sexual component 
being secondary. Hence, a patient's report that he has a “homo- 
Sexual problem” must, like any other complaint, be carefully in- 
vestigated rather than interpreted in terms of one’s own stereotypes. 


PsyCHODYNAMICS 


d in the discussion under “classification,” 


As already indicate 
purposes and can be generated 


Sexual symptoms can serve many AO ae d 3 
by quite different motivations. No one mechanism invariably gives 


rise to a particular form of sexual disturbance. Protracted sexual 
disturbances usually have exceedingly complex determinants, and 
there are no exclusive psychodynamics for any of the symptoms 
listed in the descriptive category of a “sexual disorder”; nevertheless, 
Certain basic issues are frequent components of the underlying 


Psychodynamics. 


HOSTILITY 
e complex motivations that comprise the determi- 


As part of th : alt 
Ities, unconscious hostility may be a significant 


Nant of sexual difficu 
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component. Sexual behavior may also be a means of expressing 
unconscious hostility to the partner, often with a need to derogate 
or frustrate the partner in the sexual act. This derogation or frus- 
tration may be in symbolic or direct form. Homosexual love in 
the male, for example, often has its genesis in a need to deny °F 
react against tremendous feelings of hostility, competition, and 
rivalry toward a person of the same sex, frequently originally a 
brother or father. The homosexual act of a male may symbolically 
serve the unconscious need for “killing off” another male by render- 
ing him impotent sexually. Similarly in premature ejaculation, the 
male may be expressing derision toward the female, denying het 
satisfaction and spilling the semen on her as if it were urine, OY 
expressing hostility to her by depriving her of the pleasure of 
orgasm. In certain kinds of voyeurism, “peeping” is fantasied aS 
an assertive, defiant act which is invested with strong hostile over- 
tones. Sex is sometimes directly fused with hostility, with the gee 
act consciously or unconsciously conceived of as an attack. Ones 
own hostility may give rise to fears of being hurt, as well as of hurt- 


. 3 5 e 
ing someone else, as punishment for harboring such unacceptabl 
impulses. 


DEPENDENCY 


The sexual disturbance may be the result of forces which 10- 
clude strong dependency motivations. The man who as a child has 
learned that sex is “dirty,” and thus not something his mother 
would enjoy, may imbue women with the qualities of his mother 
and thus be unable to have sexual relations with them. Some men, 
for example, can be potent only with prostitutes, having dichotomized 
womanhood into two groups (the saint-sinner dichotomy): those 
who are “good” women like one’s mother versus those who are 
“bad,” with whom one can consequently enjoy sex. In certain 
forms of homosexuality, dependency gratifications are achieved 
through the symbolic equation of the penis with the breast, The 
sex act itself (in either homosexual or heterosexual form) may be 
equated with taking a dependent, subservient position. The need 
to be dependent and cared for may take precedence over the desire 
for mature sexual relations as a mature partner. 
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UNCONSCIOUS HOMOSEXUALITY 


. Strong unconscious homosexual impulses may be operating 
without the person’s awareness of them and may give rise to diffi- 
culties in heterosexual functioning, e.g., impotence and premature 
ejaculation. A need to deny and react against unconscious unac- 
ceptable homosexual impulses may also give rise to Don Juanism, 
an exaggerated heterosexual façade in which sex is engaged in 
compulsively with many different partners. Exaggerated hetero- 
Sexual activity may thus be a reaction against underlying feelings 
of weakness, impotence, and passivity. In other instances, a prefer- 
ence for sexual partners who are known to be promiscuous may 
be based on the link to members of one’s own Sex, which the part- 
ner represents unconsciously. Sexual acting-out, in which a partner 
is shared with members of one’s own sex, may thus have homosexual 
implications, although the behavior is all seemingly heterosexual. 
Anxiety about being a homosexual may disrupt sexual functioning 
Or the enjoyment of it. Such anxiety may be precipitated by the 
individual's failure to reach some nonsexual goal which nevertheless 
is equated in our culture with being “feminine” or “masculine.” 
Business failure or any competitive defeat may in the male, for 


example, be equated with being a failure, hence “feminine” and 
: j- “ee 
“homosexual.” Such anxiety has sometimes been labeled “‘pseudo- 


homosexual anxiety” since it is precipitated by nonsexual goals, 


rather than truly homosexual motivations. 


CASTRATION ANXIETY 
nconscious fears of bodily damage, 


often expressed in fears or feelings of being castrated, either sym- 
bolically or literally. Underlying fear of being hurt or damaged may 
lead to an acceleration of the sex act culminating in premature 
ejaculation. Castration anxiety may lato motivate other behavior. 
For many male homosexuals, the sight of female genitals is ex- 
tremely repulsive and anxiety-producing, as it proves that people 
without a penis actually do exist, reinforcing their underlying fears 
of what could happen to them. Hence they feel safe only with those 


ety subsumes u 


Castration anxi } 
elin. 
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who like themselves have a penis. The homosexual act may r “4 r 
“reparative,” in the sense that it symbolically serves as a a (end 
which the individual appropriates to himself the strengt 


p ; ‘ : occur in 
potency) of his partner. Such ‘ undoing” of castration may 

other rituals: the exhibitio 
Teaction of as 


` S A ion anxiety: 
attempting to deny and react against underlying castration 


n 
In our culture, being a male offers many prerogatives sia E 
those that are specifically sexual. “Penis envy” in the femal A are 
give rise to feelings of envy, competition, and hostility whic Fane 
xual act itself as well as in other areas of 


posite sex. For the mal 


PSYCHOGENESIS 


The psycho 


Benesis of protracted sexual disturbances is fr equently 
found in extre 


mely early life experiences, usually those within thé 
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family. The basis for such disturbances may be laid by disruption 
in the establishment of patterns for dependency gratifications, as- 
sertive capacities, and a sense of identity of one’s sex. Identification 
with the roles of the parents is dependent upon a model of the same 
sex whom one can emulate and whom one ultimately chooses to be 
like. In the male child, the process of normal identification is dis- 
rupted, for example, if the father figure is frequently absent, is a 
weak or inadequate model who does not himself enjoy the role of 
the male, or is perceived by the growing child as a distant, cruel, 
threatening figure. In such instances, the boy may identify more 
predominantly with the mother, ultimately coming to a final reso- 
lution in which sex is enjoyed in a way similar to the way in which 
he fantasies the mother enjoyed it. In like manner, the growing 
girl must have an appropriate female model with whom she can 
identify if she is ultimately going to be able to fulfill her role as a 
female with enjoyment and satisfaction. If parents are themselves 
happy and well adjusted in their role as male and female, children 
will normally come to appropriate roles befitting their own sex. As 
will be discussed later (Chapter 8), some sexual acting out in chil- 
dren and adolescents has its genesis in response to the parents 
unconscious impulses leading to behavior which gives vicarious 
gratification to the parent by fulfilling the image he actually holds 
for the child. This may be particularly true if one or both parents 
actually wished for a child of the opposite so ; 

Numerous cultural factors also contribute to the genesis of com- 
mon sexual disturbances. Sex is frequently pee in our culture 
and is depicted as “dirty,” “sinful,” “dangerous, generally as some- 
thing not to be discussed. The growing child often labors under 
much misinformation and many misconceptions regarding sex, 


Pregnancy, and childbirth. Threats are frequently extended to 
normal bo dily fun Tons is masturbation, with verbalized 


Warnings to the child that 
will be affected if he engas<s 


Voyeuristic impulses which are 
child’s growth may be perverted by the parents’ response to the 


child’s innocent and natural behavior. Since the opportunity for 
Normal, sanctioned sexual experiences in our culture is limited, sex 


uch as 
he will be damaged or that his mind 


in the practice. Exhibitionistic or 
normal in certain stages of the 
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may take on many meanings which have little to do with the sex 
act itself. 

Althouga the dangers of excessive repression are generally ob- 
vious in our culture, unlimited freedom pertaining to sexual mat- 
ters does not prove to be an ideal alternative. Dangers may also 
exist if a child is overly stimulated at an age when he cannot give 
appropriate expression to his impulses. Some parents, under the 
guse of being “uninhibited” and “liberated” about sex, engage in 
behavior very damaging to the child by going about inappropriately 
undressed or seductively clothed, or by otherwise being sexually 
P Tovocative. Retrospective histories of patients with sexual per- 
versions reveal the extent to which parents have participated in the 
formation of the perversion, often by behavior which may be ra- 
Honalized with explanations such as, “After all, the body is nothing 
of which to be ashamed,” or, “Sex is a natural, normal experience.” 
These explanations, while indeed literally true, should not obscure 
the degree to which such parents may be collaborating in a way 8° 
asto deprive the child of a healthy sexual adjustment in a culture 
which maintains certain standards and values regarding sexual 
behavior, 
ae likelihood that a child will not develop serious 
themselves ae ha la Aon E ae ee P 
other and are ha @pPy, normal sexual adjustment with ia 
a model PARRA La Awn roles as man and yoman, oa 
Cae tldes. not ed Tanscends in importance all other conditions: 
of male and female a ekpa aA iis P. 
occut—knowing all ict a a april sexual age 
portant. Likewise such Sa or ig ag sa cee al 
seduction wil] a be LS emapmag as an incidental homosexué 
Provided by TA i a if ee model has ee, 
appropriate Standards wil] Pa ee: emselves: well adjusted, 

>e maintained without perpetuating 


irrational fears 
i and anxieti x i A 
ultimately to develop Xleties about sex, with the child coming 


pleasure and com confidence and respect for his body and 
Petence in normal sexual experiences. 
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SUMMARY 


The following assumptions are helpful in understanding sexual 


disorders: 

1. Sexual problems, like other symptoms, can serve many func- 
tions. 

2. Although the patient’s complaint may appear to be solely 


related to sexual matters, it may actually represent merely one 
aladaptive pattern of adjustment. 


3. Although the psychodynamic determinants for protracted 
sexual disturbances are complex, significant influences frequently 
include such factors as hostility, dependency, unconscious homo- 


sexuality, “castration anxiety,” and misplaced identification. 

4. Although many other explanations have been offered for the 
genesis of the more typical sexual disturbances, including explana- 
tions pertaining to constitutional and genetic factors, the consensus 
of most authorities would relate such disturbances to early familial 
and cultural influences, particularly in relation to parental figures. 


aspect of a more generalized m 


MANAGEMENT 


al disturbances may require extensive 
alleviation of the disorder, there are 


many practical aspects of management which should be commented 
upon. Since anxiety often directly interferes with successful sexual 
functioning, any maneuvers that diminish the intensity of the 
patient’s anxiety are beneficial. Drugs may be useful for this pur- 
pose; although, if the rationale for their use is not made explicit 
to the patient, they may support the erroneous impression that the 
difficulty is a physical one. Reassurance and support by an under- 


Standing, sympathetic physician may be of inestimable value. In 
] enlightenment, the degree of misinfor- 


Although protracted sexu 
Psychotherapy for successful 


an era of presumed sexua 
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mation and ignorance about sexual matters is enormous. The phy- 
sician’s role is often necessarily that of an educator. He may also 
help alleviate feelings of guilt about impulses which may not be 
nearly so unusual or different as the patient believes. The physician 
himself must avoid being judgmental, recognizing that a wide lati- 
tude of opinion exists in defining what is normal. He may help 
place sex in proper perspective, assisting the patient to recogni 
that one’s total self-esteem should not be based solely on ones 
sexual functioning. It is often relatively easy to demonstrate to a 
patient that his sexual inadequacies parallel inadequacies and diffi- 
culties in other spheres; e.g., vocational, financial. This may de- 
emphasize the specific sexual aspects of the patient’s problems. 
Long-term psychotherapy is offering increasingly better pre 
in such disturbances as homosexuality and transvestism, alte 
the patient’s basic desire to change is a prerequisite for successfu 
treatment. À 
An issue which must sometimes be considered in relationship 
to management is whether the patient’s behavior is a danger to 
himself or to others. Patients’ ability to control their inap prO nae 
sexual impulses varies greatly, dependent not exclusively npon as 
ability to evaluate reality. Such factors as their aay to pers 
tension, to postpone gratification, to experience guilt, and to pis 
nize the consequences of their behavior are also involved. Prev: m 
attitudes about the expression of particular sexual impulses i es 
relevant. For example, while society may be relatively et 
about homosexual activities occurring between adults if carrie i 
discretely, it generally does not approve of sexual activities bei “i 
adult and child. Although authorities agree that sexual interc ner 
between fathers and their daughters is probably, more SAN fe d 
is generally supposed, there is a general feeling that an being 
certain other classes of individuals must be protected from 


sexually exploited by adults. 


Disorders of 


Conscience 


Subsumed by the category of disorders of conscience 
are numerous disturbances in social adjustment characterized by 
amoral or antisocial behavior which is engaged in with a minimal 
Conflict, guilt, or sense of responsibility. Although it includes grossly 
disparate groups of persons, this category is restricted to individuals 
Whose behavioral patterns lack the traditional characteristics of a 
Neurosis or a psychosis. These individuals persistently engage in 
amoral acts while knowing and understanding the implications of 
their behavior and in spite of the social consequences. In doing so, 
they experience minimal personal discomfort or re 


grets. Anxiety 
a depression, if present, relate more to their fear of being or 
avino ‘3 AM N i 
ving been caught than to any intrinsic guilt over having com. 
79 
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mitted the act. These individuals are often above average in intelli- 
gence and know the difference between right and wrong. They 
are generally indifferent to what other people think, however, and 
tend to develop extremely superficial relationships. While they 
may be popular socially, their relationships lack stability because 
of their impaired capacity to form affectional ties. Their behavior 
is characterized by a lack of long-range goals, inability to learn from 
experience, and their ability to tolerate tension and frustration is 
extremely poor, 

Behavioral patterns included in this category typically include 
chronic lying and cheating, truancy, forgery, stealing, overt hostility 
and destructiveness, fire setting, and sexual promiscuity. In some 
instances, such disorders as drug addiction, alcoholism, and certain 
sexual disturbances also fall in this general category. 


CLASSIFICATION 


The patterns of behavior described herein, when not occurring 
in the presence of a discrete neurosis or psychosis, have sometimes 
been classified as “psychopathic personality” or “character disorder.” 
Because such behavior has often appeared to be exempt from the 
usual effects of reward and punishment, it was assumed at one time 
that a strong constitutional factor must underlie the disorder, an 
assumption reflected in an alternative designation, “constitutional 
psychopathic inferior.” Although fewer authorities would now ac- 
cept this assumption in view of recent findings suggesting the role 
of specific environmental influences, this older designation does 
reflect the difficulty that existed in the past in understanding be- 
havior for which the potential punishment seemed to exceed the po- 
tential reward in individuals who presumably knew “better” or knew 
“right from wrong.” 

It should be made explicit that any of these delinquent acts can 
arise in the context of specific neurotic, psychotic, or organic deter- 
minants, a possibility which must always be carefully evaluated. For 
example, a person may be a mental defective and engage in stealing 
largely because he does not know any better. He may suffer brain 
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damage and likewise become, in society’s sense, “not responsible.” 
Stealing may also arise in the presence of defective reality-testing 
indicative of a psychosis, or it may serve unconscious symbolic pur- 
poses as one symptom among many in an ongoing neurosis. In the 
latter instance in particular, there are generally accompanying guilt, 
anxiety, remorse, depression, and doubt. The occurrence of delin- 
quent behavior in a person in whom mental deficiency, brain dam- 
age, psychosis, and neurosis have all been ruled out is much more 
difficult to explain or comprehend. As a diagnosis traditionally 
made by the process of exclusion, the so-called “psychopathic per- 
sonality” at one time consequently appeared to reflect behavior 
which was without sufficient motivation and which represented 


somewhat of an etiological mystery. 


PsYCHOGENESIS 


There is no common agreement on the major etiological factor 
in delinquent, antisocial, or criminal behavior. Undoubtedly the 
lack of agreement stems largely from the fact that the determinants 
are extremely varied and complex and that delinquent behavior, 
as any other symptom, is multidetermined. 

Some authorities assume a strong constitutional factor in the 
etiology of these behavioral disorders. Evidence for this viewpoint 


is constituted by findings which reveal a high correlation of body 
vith antisocial behavior. Some investi- 


build (mesomorphic type) Y : 
h higher incidence of abnormal electro- 


gators also have found a muc i 
he normal population. Nevertheless, 


encephalograms than occur in t 


in spite of such sporadic findings, no evidence of somatic pathology 
has been found on routine physical or laboratory investigations in 
the majority of individuals who manifest defects in conscience. Eor 
those authorities who nevertheless maintain the belief that there 
is an hereditary Or constitutional inferiority, me intractable nature 
of these disorders is taken as supporting evidence for their view. 

For those authorities who stress the experiential contribution 
to the etiology of the disorder, numerous ‘sttidies point up a greater 
statistical frequency of broken homes, missing parents, illegitimate 
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births, and emotional and socioeconomic deprivation in the back- 
grounds of those who engage in antisocial behavior. For example, 
a repeated finding is that mother-child separation for an extended 
period before the age of six years is a much more frequent occur- 
rence in those children who later become antisocial. Some authori- 
ties are willing to assume that maternal deprivation is a major factor 
in antisocial behavior, in spite of the fact that it does not invariably 
result in this outcome. 

It is generally recognized that the development of a conscience 
(superego) does not occur automatically; neither is it present at 
birth. In the process of socialization, the child comes to accept and 
develop the value systems which are represented to him by signifi- 
cant individuals around him. Some authorities believe that a crucial 
Stage in the development of the conscience is around four to five 
years of age, when the child is experiencing impulses which are 
assumed to be broadly sexual in nature. It is at this time, it is be- 
lieved, that direct fulfillment must de denied, with the solution com- 
ing through an acceptance of parental attitudes as one’s own. In any 
event, regardless of the exact motivating forces, the child ultimately 
achieves desirable patterns of behavior through imitating, emulat- 
ing, and identifying with the models presented to him. 

The factors which may disturb this process of socialization are 
numerous. If the child feels rejected, he may desire to disgrace or 
punish his rejecting parents or to seek self-punishment as expiation 
for the guilt of having angry feelings toward them. Deprivation may 
also lead to patterns of behavior which emphasize immediate gratifi- 
cation and getting whatever one can whenever there is the opportu- 
nity. It is possible, on the other hand, that Overindulgence may also 
perpetuate patterns of egocentricity and disregard for the rights of 
others, since the child does not have the opportunity to learn to 
delay gratification or to tolerate the tensions that arise when one’s 
personal needs are not immediately satisfied. 
ight ofthe aie e 
If parents themselyes Stel ie ree omar oy eee me 
to recognize that the child ieee eee Fo cue mt 
similar fashion without any feeling of eae By “ath a Pa 4 

guilt. Likewise, 
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certain forms of social or “gang” delinquency, occurring particularly 
in the lower socioeconomic groups, can be understood as identifi- 
cation with models that are clearly represented to the child in that 
particular culture. 

Not all forms of antisocial behavior, however, are so easily under- 
stood. In many instances, the establishment of delinquency patterns 
is a much less obvious process, occurring in settings which do not 
obviously foster such a development. 

The subtlety of the process by which antisocial behavior may be 
initiated and fostered has become increasingly clarified, owing largely 
to the collaborative studies of parents and their children, who en- 
gaged in specific antisocial behavior.* These studies have shown the 
ways in which antisocial acting out in children is often unconsciously 
initiated, fostered, and encouraged by parents who vicariously 
achieve gratification of their own poorly integrated impulses through 
the child’s behavior. The interchanges between the parent and child 
may serve the further purpose of allowing one on both parents to 
express the hostility inherent in their own conflicts in a fashion 
destructive to the child. This is sometimes so thoroughly aaco ma 
plished by the parents that they literally allow the child to destroy 
himself. É ] 

In order to learn the psychodynamic forces behind this process, 
it is helpful to understand the development ofa normal conscience 
and normal guilt feelings, including the subtle conos and un- 
conscious ways by which the parents’ standards direct the develop- 

ild’s behavior. ji 
sean consists of more than copying the verbalized stand- 
ards of the parent by the child, It is also something more than simply 
emulating the parents’ overt behavior. Identification also involves 
inclusion of the subtleties of the parents’ conscious and unconscious 
image of the child. A healthy mother assumes that her child will be 


Doou 
indivi i these endeavors, Doctors 
dividuals have contributed to e , Di 
Š Amonen E JAE Johnson must be especially mentioned (see Bibliog- 
Ta discussed above appears to have been first stated 


ific hypothesis 
ene Wee ee as later elaborated upon by Johnson and her co-workers. 
The renli Ae formulation of the psychogenesis of antisocial acting out in chil- 


dren and adolescents is sometimes referred to as the “Johnson-Szurek hypothesis.” 
The Lake description of how the process occurs borrows heavily from the 


writings of these investigators. 
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law-abiding and moral. If an order is given or a prohibition me 
it is taken for granted that the child will obey. Prohibitions are ma n 
only when relevant and do not suggest to the child previously u 
recognized possibilities about how he might misbehave. MES. 
In parents of children who engage in amoral or antisocial i 
havior, a different Process is sometimes discernible upon prolong a 
investigation. The mother, who assumes that her child may be a 
thing other than moral and law-abiding, repeatedly conveys F 
unstated alternative to the child. While the child may identify p 
the verbalized prohibition, he also identifies with the alter 5 
image in the parents’ thoughts. Sensing the peculiar emotional ne k 
conveyed in the tone of the parents’ expression, he identifies not E 
with the positively consistent attitudes of the parent but also a 
the frequently unexpressed ambivalent, antisocial fantasy and exp 
tation. A 
Parental prohibitions may themselves serve to inform the child 
of previously unknown ways of behaving. 
A twenty- 
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own moral code. Such defects have been referred to as “superego 
lacunae,” a designation which suggests that although the conscience 
or superego is basically sound, numerous gaps in moral standards 
also prevail. These lacunae may serve as a clue to the unconscious 
impulses which are actually directing the expression of the child’s 
behavior. 


A father, after punishing his boy in a most severe form for having 
stolen some nails, proceeded to use the nails to repair the porch 
steps rather than insisting that the nails be returned to their 


rightful owner. 


Although taking extremely punitive action against a child for 
having spent a few pennies which were not rightfully his, a 
father described his own clever ability to cheat the government 
on income tax. He was inordinately proud of his large collection 
of hotel towels, accumulated in his travels around the country. 


The sanction may be conveyed to the child in subtle but non- 


verbal communication often, for example, in approving looks or 


expressions. Collaborative studies have emphasized the importance 


of nonverbal communication in directing the child’s behavior. An 
entranced expression on the face of the parent as a child is reporting 
a hostile act to his teacher may be sufficient to inform the child that 
ome enjoyable gratification, regardless of 


the parent is achieving s$ 
ndicate through verbal or physical threats, 


what the parent may later i 


The relevance of the Johnson-Szurek hypothesis first became ap- 
parent in the case ofa seventeen-year-old transvestite when the 
investigator was subjectively struck by the feeling that the 
mother enjoyed telling the story of her son's misbehavior. With- 
out request, the mother also presented a long, detailed, and type- 
written account of the boy's activities in carbon form, as the 
original copy was being shared elsewhere. The boy’s ritual in- 
cluded wearing his mother’s clothes, invariably left so that his 
mother would recognize that this had occurred. The mother had 
separated from her husband at the time of the boy’s birth, osten- 
sibly because she had found the clothing of another woman in 
her bed when she returned from the hospital following delivery. 
She later indicated that she really did not mind her husband’s 
“running around” but she “couldn’t take his beatings.” It ap- 
peared significant that in his sexual ritual, the boy was persist- 
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law-abiding and moral. If an order is given or a prohibition made, 
it is taken for granted that the child will obey. Prohibitions are made 
only when relevant and do not Suggest to the child previously un- 
recognized possibilities about how he might misbehave. 

In parents of children who engage in amoral or antisocial be- 
havior, a different process is sometimes discernible upon prolonged 
investigation. The mother, who assumes that her child may be some- 
thing other than moral and law-abiding, repeatedly conveys this 
unstated alternative to the child. While the child may identify with 
the verbalized prohibition, he also identifies with the alternative 
image in the parents’ thoughts. Sensing the peculiar emotional need 
conveyed in the tone of the parents’ expression, he identifies not only 
with the Positively consistent attitudes of the parent but also with 
the frequently unexpressed ambivalent, antisocial fantasy and expec- 
tation. 

Parental prohibitions may themselves serve to inform the child 
of previously unknown ways of behaving. 


A twenty-year-old male homosexual patient, engaging also in- 
frequently in voyeuristic activities, reported he first became con- 
sciously attracted to the possibilities of homosexual behavior at 
the age of eleven or twelve when he had been visiting another 
boy and had stayed past his usual bedtime. The patient’s parents 
presumably appeared at the windows of the friend’s home and, 
after attempting to see what was going on inside, angrily called 
their boy outside and verbalized their suspicions about the sexual 
play they presumed had been occurring. The patient reported 
that at this time he was not only innocent of the accusations but 
that he did not even fully understand them, as the thought of 
Sexual activity with his friend had not previously entered his 
mind. The mother was constantly preoccupied with the fear that 
her children might be “sex deviants.” Nevertheless, the children 
were excluded from the frequent showing of pornographic 
movies brought for evening entertainment by an uncle. 


Another homosexual patient reported that as long as he could 
remember, a repeated warning of his mother was that she would 
die if he were ever to become a homosexual, 


In spite of the high-sounding morality which such parents may 
verbalize, close inspection frequently reveals glaring defects in their 
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own moral code. Such defects have been referred to as “superego 
lacunae,” a designation which suggests that although the conscience 
or superego is basically sound, numerous gaps in moral standards 
also prevail. These lacunae may serve as a clue to the unconscious 
impulses which are actually directing the expression of the child’s 
behavior. 


A father, after punishing his boy in a most severe form for having 
stolen some nails, proceeded to use the nails to repair the porch 
steps rather than insisting that the nails be returned to their 


rightful owner. 


Although taking extremely punitive action against a child for 
having spent a few pennies which were not rightfully his, a 
father described his own clever ability to cheat the government 
on income tax. He was inordinately proud of his large collection 
of hotel towels, accumulated in his travels around the country. 


The sanction may be conveyed to the child in subtle but non- 
verbal communication often, for example, in approving looks or 
expressions. Collaborative studies have emphasized the importance 
of nonverbal communication in directing the child’s behavior. An 
entranced expression on the face of the parent as a child is reporting 
a hostile act to his teacher may be sufficient to inform the child that 
njoyable gratification, regardless of 


the parent is achieving some € 
e through verbal or physical threats. 


what the parent may later indicat 
nnson-Szurek hypothesis first became ap- 
parent in the case ofa seventeen-year-old transvestite when the 
investigator was subjectively struck by the feeling y that the 
mother enjoyed telling the story of her son’s misbehavior. With- 
out request, the mother also presented a long, detailed, and type- 
Written. account of the boy's activities in carbon form, as the 
original copy was being shared elsewhere. The boy’s ritual in- 
cluded wearing his mother’s clothes, invariably left so that his 
mother would recognize that this had occurred. The mother had 
separated from her husband at the time of the boy’s birth, osten- 
sibly because she had found the clothing of another woman in 
her bed when she returned from the hospital following delivery. 
She later indicated that she really aid not mind her husband’s 
“running around” but she “couldn’t take his beatings.” It ap- 
peared significant that in his sexual ritual, the boy was persist- 
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ently acting in a way so that he, like the father, would be de- 
tected by the mother. 


As a result of collaborative studies of such children and their 


parents, there is felt to be much less of a mystery about the etiology 
of these disorders than existed in the past. 


PsyCHODYNAMICS 


The psychodynamics of disorders of conscience have already been 
implied in the discussion under psychogenesis. When antisocial be- 
havior occurs outside the context of specific neurotic, psychotic, OY 
organic determinants, investigation usually discloses that effective 
superego functioning has simply never developed. Because this fail- 
ure in learning is perpetuated from childhood directly into adult- 
hood, the adult behavior may be without apparent motivation an 
terms of the immediate present. Hence, with such disorders it 15 
sometimes more difficult to isolate psychodynamics from psychogene- 
sis. Nevertheless, it can be recognized that behavior, originally estab- 
lished in terms of the parents’ unconscious, forbidden impulses, can 
be perpetuated throughout life, even when the original parents are 
no longer present. Parental surrogates and alternative authority fig- 
ures may play a similar reinforcing role to behavior which, although 
explicitly condemned, is at the same time implicitly condoned. In- 
consistencies in our cultural morés and even in religious standards 
may help perpetuate such behavior, as ready rationalizations are al- 
Ways available. Unlike the neurosis or psychosis which brings dis- 
comfort and suffering to the patient, the behavior described herein 
often brings immediate satisfactions which continue to serve as re- 
inforcing agents to patterns of behavior established early in life. 

In some instances, however, individuals who are extremely clever 
at committing some antisocial act will nevertheless, through inad- 
vertent and often foolish error, succeed in getting caught or being 
detected. They may leave evidence behind in the otherwise “perfect” 
crime. The carelessness revealed in the errors Supports the impres- 
sion that there may be vestiges of an extremely repressed or uncon- 
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scious guilt which leads the patient to get caught so that he may be 
punished. 


SUMMARY 


The following assumptions are helpful in understanding dis- 


orders of conscience: 


1. Antisocial, delinquent, or “psychopathic” behavior may arise 
in the context of discernible neurotic, psychotic, or organic determi- 
nants. On the other hand, it may appear to be “unmotivated,” in the 
sense that sufficient determinants are not readily discernible. 

2. The primary defect in individuals who persistently engage in 
behavior of this type is related to the formation of a conscience (or 
superego). Since a conscience is developed largely through a child’s 
interaction with parental figures, many authorities consider the child- 
parent relationship the major determinant in the genesis of anti- 
social behavior. 

3. Recent investigations have clarified the extremely subtle influ- 
ences which determine the child’s acting out, indicating how some 
antisocial behavior may unwittingly be initiated, fostered, and rein- 
forced by basically law-abiding parents whose own unacceptable 


impulses are being expressed by the child. , i 
4. Antisocial behavior has extremely complex multideterminants. 


MANAGEMENT 


Therapy in such disorders is very difficult; long-term patterns of 
antisocial behavior are often most resistive to change. Chance of 
successful treatment is obviously better in those instances when it 
is begun early, especially if attempts are to be made to disengage the 
child’s behavior from the parents’ reinforcing maneuvers. Needless 
however, a parent who receives desired gratification, albeit 


to say, 
ove the source of his satisfaction. 


unconsciously, is not eager to rem 
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Likewise, a child who is attempting to satisfy parental wishes is not 
motivated to seek a change that will drive the needed parent away 
from him. 

Authorities who have worked most extensively with these dis- 
orders in children recommend a collaborative therapy in which both 
child and parent are treated individually with close interchange 
between the therapists. Material pertinent to the current problem 
is discussed openly between the therapists and the patients, if it is 
useful to do so. Emphasis is placed on setting specific limits upon the 
antisocial behavior. Such limits must be drawn at the appropriate 
times and in view of the mutual understanding of the parent-child 
interactions. ’ 

A special problem is that the therapist himself may acquire Yi 
carious gratification, particularly when the patient’s exploits are in 
the sexual sphere. Some therapists, by failing to draw prohibitions 
to behavior, may unwittingly foster the acting out, just as the parent 
originally did. It must thus be recognized that proper and mea 
ingful prohibitions may generate a feeling of security in the patient 
who unknowingly is being driven to behavior which may contain 
elements of his own destruction. 

For successful treatment to occur in the antisocial adult, he must 
have a strong desire to change his patterns of behavior. This may 
occur only after society has enforced punishment upon him, often 
after it is too late. Such patients usually do not seek treatment, lew: 
ever, nor do they desire to change. Unlike the typical neurotic OY 
psychotic individual, their own internal suffering is minimal. As 
stated previously, their anxiety or depression invariably relates more 
to their fear of being or having been caught than to any personal 
sense of responsibility, guilt, or conscience. While some success has 
been reported with the plan of consistent therapeutic discipline 1n 
a controlled environment, supplemented by individual or group 
psychotherapy, many therapists are pessimistic about the attempts to 
change the truly antisocial individual when such behavior occurs 


outside the usual confines of specific neurotic, psychotic, or organic 
determinants. 
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Disorders of Intelligence 
(Mental Retardation) 


Mental retardation refers to those abnormal condi- 


tions characterized by a defect in intellectual development which 
generally exists at birth or arises in early childhood and is induced 
by disease, injury, genetic disturbances, or extreme social depriva- 
tion. It includes those conditions variously classified as mental defi- 
ciency, feeblemindedness, mental subnormality, and amentia. 

The primary disturbance of mental retardation is arrested or re- 
tarded intellectual development. Although the clinical manifesta- 
;mptoms not directly related to func- 


tions may present signs and sy 
tions and abilities subsumed by the concept of “intelligence,” these 
manifestations are secondary to the primary intellectual deficit. In 


some instances, external physical anomalies accompany the disorder. 


89 
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CLASSIFICATION 


The psychological classification of mental deficiency is i 
ned by the degree of intellectual impairment or deficit that T 
severe, moderate, or mild. In terms of the standard measure of fi 
lectual ability (IQ),! severe refers to individuals with IQ’s h. A: 
moderate refers to IQ's of 50 to 69; and mild refers to 1Q's of 7 (70 
85. Some authorities would prefer classifying this latter group ee 
to 85) as “borderline” rather than specifically labeling it as ore ” 
of mental retardation. The terms “moron,” “imbecile,” and if he 
to designate IQ categories of 50 to 69, 20 to 49, and below 20, resp 
tively, are generally no longer in usage. z other 
Estimation of the degree of impairment should inch ndg f the 
parameters than the Intelligence Quotient. The adaptability ©. also 
individual to his Particular cultural and social environment fe 
must be evaluated. The social, educational, and vocational ea: oe 
ness of individuals with the same IQ may be different, with ae 
tions for management and prognosis which vary greatly. aan go 
scales exist for evaluating the individual’s adaptive behavior Ce 
the Vineland Social Maturity Scale), judgment of the indivi 
ability to meet the Standards of personal independent and s0 
a ee eee ee 


e 
s oR in a scor 
* The IQ (Intelligence Quotient) is a statistical concept expressed in 


mi 


chosen as presu: 
malized attempts at 
which related the ch 


widely used individual intelligence test is limited to 2.2 per cent 
lation. For those interested in the theoretical or practical aspects 
intelligence, see the Bibliography. 


of the popu- 
of measuring 
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responsibility expected for his age remains subjective and must be 
made relative to the particular environment in which the individual 
1s expected to function. 

Although the IQ is important in the determination of mental 


retardation, it must be made explicit that many individuals may be 


functioning at a comparably low intellectual level because of condi- 


tions other than mental retardation per se. These conditions may be 
exhaustion, acute brain syndromes) 


or permanent (e.g., irreparable emotional trauma, chronic brain syn- 
dromes associated with brain trauma, senile brain disease, intra- 
cranial neoplasm), In true mental retardation, however, the follow- 


ing two conditions generally prevail: 


temporary (e.g., drug reaction, 


1. There is no evidence that the individual functioned at a nor- 


mal level of intelligence beyond the time when normal develop- 
mental skills are acquired. (This factor makes it easy to rule out 
Mental retardation in disorders beginning later in life, although it 
often does not help differentiate mental retardation from childhood 
schizophrenia, a differentiation which is often difficult to make in 
the young child who may be functioning intellectually at the mental 


defective level.) ? * 

2. The defect is a fairly global one in that it affects all areas of 
intellectual functioning. Variability in functioning (e.g-, functioning 
Normally in some areas but defectively in others), on the other hand, 
is much more characteristic of impairment dug tol aifunctional dis- 
order or to a brain syndrome acquired some time after normal verbal 


and motor skills were already acquired. For this reason, the IQ as 
functioning has distinct limitations, 


the sole index of intellectual AEE 
` unless the total pattern of intellectual functioning in terms of rela- 


tive strengths and weaknesses is spelled out. 


2 Ultimate elimination of these disorders will be greatly facilitated by careful 
Es l [ i f these groups. Nevertheless, in terms of available state 
tiological delineation © gr 

nildren, the alternative 1s often state mental hospitals or 
ed. As facilities for training and management 
Js, practical recommendations are frequently 


level of intellectual performance, regardless 


institutions for such i 
state schools for the mentally retar 


are often superior in the ee gies 
Made solely in terms. of the chi 
of the above distinctions- 
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ETIOLOGY * 


Although not all forms of mental deficiency are of known etiol- 
ogy, a large percentage can be traced directly to known causes, either 
endogenous (inherent in the genetic constitution) or exogenous (en- 
vironmental). 


The simplified medical classification offered by the American As- 
sociation on Mental Deficiency * provides an outline of the wide range 
of disorders which can give rise to mental retardation. 


Simplified Medical Classification 
I * 
Mental retardation associated with diseases and conditions due to 1% 
fection: ; 
Encephalopathy, congenital, associated with prenatal infection 
Encephalopathy due to postnatal cerebral infection 
Il ; 
Mental retardation associated with diseases and conditions due to 1% 
toxication: 
Encephalopathy, congenital, associated with toxemia of pregnancy 
Encephalopathy, congenital, associated with other maternal intox- 
ications 
Bilirubin encephalopathy (Kernicterus) 
Post-immunization encephalopathy 
Encephalopathy, other, due to intoxication 
III 
Mental retardation associated with diseases and conditions due to trauma 
or physical agent: 
Encephalopathy due to prenatal injury 
Encephalopathy due to mechanical injury at birth 
Encephalopathy due to asphyxia at birth 
Encephalopathy due to postnatal injury 
a 
3 Since psychological disorders play minor (i ř F 
etiology of true mental deficiency, the terms pen ggrentsen) al fn te 
namics” are not appropriate in a discussion of the primary causes j ih sy ae 
4“A Manual on Terminology and Classification RAES E e iror l. 
Monograph Supplement No. 1, American Journal of Mental a Sa 
tember, 1959, Pp- 10-12. 2 Sep 
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IV 
Mental retardation associated with diseases and conditions due to dis- 
order of metabolism, growth, or nutrition: 
Cerebral lipoidosis, infantile (Tay-Sachs disease) nw à 
Encephalopathy associated with other disorders of lipoid metabolism 
Phenylketonuria é 
Encephalopathy associated with other disorders of protein metab- 
olism 
Galactosemia 
Encephalopathy associated with other disorders of carbohydrate me- 
tabolism 
Arachnodactyly 
oporrei : RA 
ar i i drodystro rhe 
oe ee ae a aboli growth, or nutritional 


disorder 
N. 


i i iti due to new 
Mental retardation associated with diseases and conditions 


growths: 
Neurofibromatosis (von Reckling 
Trigeminal cerebral angiomatosis 
Tuberous sclerosis 
Intracranial neoplasm, other 


nghausen’s disease) : eed 
(Sturge-Weber-Dimitri's disease) 


VI 


Mental retardation associated with disease 
known) prenatal influence: 

Cerebral defect, congenital ; Fe AS leony 

Encephalopathy associated with primary 

Laurence-Moon-Bied! syndrome 

Mongolism : 

uence 

Other, due to unknown pekis infl 
th diseases and conditions due to un- 
the structural reactions manifest: 


s and conditions due to (un- 


Mental retardation associated Wi 


h S 
known or uncertain cause with Í l ma 
Encephalopathy associated with diffuse sclerosis of brain 


5 : nerati 
E halopathy associated with cerebellar dege pa 5 
phe tl p: thy other, due to unknown or uncertain cause with 
ncephalopathy, : 


p ifest 
al reactions mani 
the structur VIII 
in (or presumed psychologic) cause 
jon due to uncertat \o" 
Mental retardation n alone manifest: 


i ional reactio 
with the functiona: ae 
Cultural-familial mental retardatio: 
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Psychogenic mental retardation associated with environmental dep- 
rivation (specify nature of deprivation) 


Psychogenic mental retardation associated with emotional distur- 
bance (specify) 3 
Mental retardation associated with psychotic (or major personality) 

disorder (specify as, e.g., autism) 
Mental retardation, other, due to uncertain cause with the func- 
tional reaction alone manifest 


Diagnosis of the specific etiology is accomplished through stand- 
ard medical diagnostic methodology, including a complete and accu- 
rate history of the disorder and a thorough investigation into the 
familial background of the patient. In addition to the general exami- 
nation, a neurological examination, serological tests, urine tests, 
skull x-rays, spinal fluid examination, thyroid function tests, and ait 
encephalography may be necessary diagnostic procedures. AA 
edge of the principles of genetics is most helpful in evaluating the 
possible hereditary influences, 


MANAGEMENT 


In addition to the medical treatment dictated by the particular 
disorder, management involves a program of socialization which cap- 
italizes on whatever potentialities the individual may have. Cases of 
moderate or severe mental retardation sometimes necessitate insti- 
tutionalization of the individual, although the attitudes of the sur- 
rounding family members play a large role in determining what 
should or what must be done. 

Training of the mentally retarded individua] requires special 
skills, great patience, and kindness. This training can at times be 
best accomplished outside the home. Mentally retarded children are 
often happier when with other similarly limit 
tected from the demands of persons who are lacking in understand- 
ing. Counseling with family members is necessary, 

A frequent reaction to the birth of a mentally retarded child is 
guilt or anger, sometimes projected to the other parent or to other 
relatives. The mentally retarded child may be the focus af parent 


ed children and pro- 


Disorders of Intelligence (Mental Retardation) 95 
unexpressed anger toward each other. It is frequently difficult for 
parents to evaluate realistically the child’s limitations; and the par- 
ents’ attitudes toward the child may be highly irrational. Group 
therapy with parents of mentally retarded children offers support for 
the parents and helps parents adjust to the many difficulties these 
children present. 

Tranquilizing drugs may be used t 


havior which may occur with mental retardation. In spite of num- 
increase in intellectual 


gs, no medical treatment 
f mentally retarded 


o control the disturbed be- 


hs overly optimistic accounts of gross 
Unctioning accomplished with certain dru 
Consistently improves intellectual functioning © 
individuals. 
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Disorders of 
Memory, Orientation, 


and Consciousness 


A difficult diagnostic problem frequently presented 


to the physician involves the symptoms of disturbances of memory, 
orientation, and consciousness. 


Memory: the general function of recalling or reproducing 
acquired knowledge or experience. 

Orientation: the general knowledge of who and where one 
is and where one is going, both in time and place. 
Consciousness: the general field of awareness in the sense of 
knowing what is going on and what is being experienced. 
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At times, it may be extremely difficult to determine whether dis- 


turbances in memory, orientation, or consciousness actually exist. 


These parameters are generally evaluated through verbal, commu- 
to evaluate a patient’s orien- 


nication with the patient. For example, 
tation, such questions as the following are frequently used: “Who 
are you?” “Where do you liver” “What time is it?” “What is the 
date?” “Where are you now?” “What is the name of this place?” 
Thus, verbal communication becomes the object and the tool of the 
examination; but one’s orientation is not really dependent upon the 
ability to tell about it, An individual in a catatonic stupor (a dis- 
order described in Chapter 12) may be mute, make no response to 
questions, and stand in one position for hours; he may seem to be 
unresponsive and even “unconscious.” However, when the episode 
is over, it may be revealed that in fact he knew very much about 
where he was, what was going on, and that he had a remarkable 
acuity of memory, although this was not being verbally transmitted. 

A further complication in evaluating the possible presence of dis- 
turbances in memory, orientation, and consciousness is that one fre- 
quently has no previous ith which the patient’s present 


measure W1 
functioning can be compared. Thus, an individual of initially su- 
perior intelligence may have an impairment in memory and, never- 
theless, still function as well as a person of average intelligence. 
Without any baseline with which to compare his present perform- 
ance, it may be difficult to determine whether any impairment of 
functioning is actually present. Hence, disorders of memory, orien- 
tation, and consciousness are not always immediately obvious, and 
jon is required to ascertain their presence. 


careful examinat 


CLASSIFICATION 


es in memory, orientation, and con- 
ost important distinction is whether 
el] function or structure (“organic”) 
], emotional causes (“func- 


Assuming that disturbanc 
sciousness are present, the m 


they are disturbances in brain ¢ 
or generated on the basis of psychologica 


tional” or “psychogenic’’)- 
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ORGANIC DISORDERS 


Disorders of memory, orientation, and consciousness are typically 
consistent with the primary symptoms of organic brain ae 
Consequently, this likelihood must always be carefully ees 
Impairment of memory determined by pathological brain cell fun 
tion or structure is generally most marked for recent events as op- 
posed to past or remote experiences. The person may not recall what 
he had for breakfast but remembers many episodes of childhood. 
Memory difficulties may lead to compensatory fabrications (eaid 
ulations”) or to repetition of the same response (“perseveration )- 

Other intellectual functions are also impaired.! The ability to 
make verbal abstractions may be poor and reflect an extreme con- 
creteness of thought. For instance, when asked “How are dog and 
lion alike?” the brain-damaged person may respond “They both 
have tails” or “They both have legs” rather than making a higher 
level abstraction, “They are animals.” Arithmetic reasoning also is 
often impaired. The patient may appear confused and fail to recog- 
nize who or where he is. Such impairment in orientation is usually 
more marked for time than for place or person; he may fail to recog- 
nize the year, the month, or the day of the week. Social judgment 
may be impaired, and the emotional response is either extremely 


labile (laughing or crying inappropriately with sudden changes in 
response), or relatively unreactive. 

Accompanying these 
secondary signs arising fr 
characteristics of the pers 
panic, paranoia, antisoci 
not necessari] 
disorder or t 


primary signs of organic brain disorders, 
om an exaggeration of the basic personality 
on may also occur; e.g., depression, anxiety, 
al behavior. These associated reactions aH 
y related in Severity to the degree of the organic brain 
he extent of brain damage; rather they are more directly 
related to the patient’s latent personality characteristics, his existing 
emotional conflicts, and the surrounding environmental influences. 
Nevertheless, these Teactions may obscure the primary symptoms of 


1 For purposes of accurately determining the relative intellectual strengths 
and weaknesses, a formal intelligence test is mandatory. The best-known indi- 
vidual test in clinical practice is the Wechsler Adult Intelligence Scale (see Ap- 
pendix). 
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a brain disorder and thus complicate diagnosis as well as manage- 
ment. 


FUNCTIONAL DISORDERS 


Although typically considered primary symptoms of organic 


brain disorders, disturbances of memory, orientation, and conscious- 


ness may have an emotional etiology. The major psychic mechanism 


involved is dissociation, a process closely allied with repression. 


plitting off of a segment of 


Dissociation: the separation or s 
ous awareness is not 


the personality in such a way that consci 
maintained. 


In dissociation, a group of psychological activities may lose its 


relationship with the rest of the personality and function more or 


less independently, separated from normal consciousness Dissoci- 
ation is purposive in that it permits the individual to discharge im- 
pulses in behavior which may be quite atypical for him, without the 
consequences of having to integrate or fuse the contrasting aspects 
or implications of this behavior into his total conscious awareness. 
Within relatively normal limits, this maneuver may be seen ia dhe 
compartmentalization of the “Sunday saint and weekday sinner. In 
such reactions, it may seem as if the person has na aa E ~ the 
contrasting aspects of his behavior. The reaction is w ifferent 
from that of a normal person who may commit deeds w. a ae not 
consistent with his moral standards, and from that in which the indi- 
vidual experiences guilt through an awareness of the discrepancy 


between his ideals and his behavior. In extreme compartmentaliza- 


tion, the patient may act as if two quite different people were in- 


volved, one not known to the other. 


Of more abnormal significance is amr st 
reaction in which periods of time are simply blotted out of aware- 


ness, Amnesic material is usually that which would otherwise provoke 
either guilt or anxiety. The loss of memory may aon) as 
scribed in terms of time, place, OF type of experience. Episodes of 
amnesia are frequently of sudden onset and, unlike the loss of mem- 


mnesia, a common dissociative 
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ory which occurs with organic brain dysfunction, there is usually a 
sudden return of memory even though the loss may have continued 
for a long period of time. 

Closely similar to dissociative amnesias, dissociative fugue states 
involve a loss of memory which is associated with a physical flight. 
During the episode of fugue, the person is driven by unconscious 
impulses to perform complicated activities, frequently involving 
changing his physical locations. Often these activities will be con- 
trary to those which his conscience would normally permit him to 
carry out. The fugue state may help the person escape from some 
unpleasant or intolerable situation. After the termination of the 
fugue, the patient may have a total amnesia for the events which 


transpired, and perhaps awake to find himself in a strange city or 
unusual circumstances. 


A forty-year-old amnesic male was brought to the ward of a 


f the primary personality. This second- 


independent, giving rise to more than one 
ct from the others and from the primary 
is called multiple personalities, a phe- 
€ book, Three Faces of Eve? 


2 Thigpen, C. H., and Clecki ar 7 i 
pany, Inc., 1957- cxicy, H. M. New York: McGraw-Hill Book Com 
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ceedingly conscientious mother and housewife who when de- 
pressed would attempt suicide, frequently by slashing her left 
wrist and arm) and Stella (a verbose woman who used alcohol 
excessively, swore profusely, and was exceedingly promiscuous). 
Although Stella knew of the existence of Martha, Martha did 
not know of Stella. Each had a relatively separate life, with dif- 
ferent associations and contacts. 


Altered states of consciousness may also occur in hysteria and 


schizophrenia. In “hysterical epilepsy,” for instance, the loss of con- 
sciousness may appear similar to that occurring with organic epi- 
lepsy. Usually, however, the attacks occur in an emotional setting 
before an audience, with the patient rarely injuring himself during 
his “seizure.” Schizophrenics may experience altered states of con- 
sciousness, with fluctuations in awareness being experienced passively 
without efforts at control. 

Perhaps the most dramatic example of “functional” disorders of 


memory, orientation, and consciousness are those demonstrated in 
ned state of suggestibility, the individual’s 


hypnosis. In this heighte 7 
iousness may be manipulated to 


memory, orientation, and consci a 
ditions which occur as a result of brain dam- 


likewise be easily removed by suggestion 
e these conditions may play, even when 
ly like the effects of brain damage. 


closely approximate con 
age. That these effects may 
testifies to the purposive rol 
their appearance is deceptive 


ETIOLOGY OF THE BRAIN DISORDERS 


s of a wide variety of causa- 


rauma, infections, intoxications, 


Brain disorders can arise on the basi: 


tive agents and lesions, including t eae 4 
and nutritional as well as endocrine deficiencies. The severity of the 


mental syndrome is generally proportional to the extent of impair- 
ment of brain tissue function. The prain disorders are frequently 
Separated into those that are “acute” and those that are “chronic,” 
terms which refer primarily to the reversibility gi brain pathology. 

Acute brain disorders are those organic brain sydromes from 
Typical examples include those brain 


Which the patient recovers. ie : gst 
syndromes associated with intracranial infections (encephalitis, men- 


ingitis, and brain abscess); systemic infections (pneumonia, typhoid 
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fever); drug or poison intoxication (barbiturates, bromides, opiates, 
lead, heavy metals); alcohol intoxication; trauma; circulatory dis 
turbance (cerebral embolism, arterial hypertension); metabolic dis- 
turbance (uremia, diabetes, 
neoplasms. Any of these disorders, if sufficiently severe, can also lead 
to chronic irreversible damage. 

Chronic brain disorders 
impairment of conscious funct 


nutrition, and intracranial 


In addition to the mental Status examination, the diagnosis of the 
etiology of either acute or chronic brain disorders may require ex- 
tensive physical examination, including both routine and supple- 
mentary laboratory investigations: electroencephalogram, serological 
tests, skull *Tays, air encephalograms, ventriculography, angiog- 
raphy, etc. Careful inquiry must be made from reliable informants 


as to the patient’s normal personality, previous history, and present 
physical and mental status, 


PsycHopynamics AND PSYCHOGENESIS oF FUNCTIONAL 
DISTURBANCES oF Memory, ORIENTATION, 
AND CONSCIOUSNESS 


The Psychodynamics of functional disturban, 
orientation, ang Consciousness include the Purposi: 
episode, frequently used to blot out anxiety or 
episode serves as an escape for the patient from 


ces of memory, 
ve nature of the 
guilt. Sometimes the 
some situation, con- 


authorities are impressed with the “hysterical” feat 
who use dissociation extensively. These people of 
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repression as a defense and remain extremely naive and uncritical in 
their thinking. Many show a tendency to engage in lying. Dissoci- 
ative reactions are typically considered as neurotic disorders of the 
hysterical kind. Of recent recognition is the fact that the prior or 
accompanying mood of a dissociative reaction is frequently depres- 
sion, a finding which has led some authorities to view dissociative 
reactions as akin to the shift that occurs in the manic-depressive 
cycles. 

; A frequent finding in those who € 
is that a model for such episodes has been established either by (1) 
2 previous head injury or an amnesia occurring because of intoxica- 
tion, or (2) identification with a significant person who may have 
experienced an amnesia Or dissociative reaction of some kind. For 
example, an alcoholic parent may set a model by carrying out behav- 
ior while intoxicated in the presence of the child, behavior which is 
then denied or disowned by the simple explanation, “J didn’t know 


what I was doing” (hence, “I am not responsible for what I did”). 
remove responsibility for the 


This kind of explanation serves tO 

behavior as if it were some other person who had been involved. 

The patient who experiences dissociative reactions similarly has a 

defense which serves a self-excusing function. i 
Although documented cases of multiple personality are rare, it 

has appeared that an emotional trauma usually elicits the first utili- 

ociation. 

rlier, the patient's mother died when 

. The mother had warned Martha that 

r would die. Two weeks following 

nd the patient felt responsible. 

Later sent to a strict religious 


xperience dissociative reactions 


zation of massive diss 


In the case described ea: 
Martha was five years ol 
if she misbehaved, the mothe A 
this warning, the me Sa 
rutal alco 3 
cyte see was seduced by a religious leader at the age of 
eight, and on subsequent occasions was induced by him to per- 
7 a gexual activities. She was told that she would commit 
a mortal sin if she ever talked about this. Shortly thereafter, she 
began to be accused by teacher and ri of improper be- 
havior, such as telling dirty jokes, Wa ing out of religious serv- 
the pattern of expected behavior. 


3 «no to follow 
and refusing t2. a 
ane patient would bitterly deny these accusations, not remem- 


berin herself as having done the things. During the early years 
bets Fl teachers pressured her to change to writing with her 


form othe 


zog Introduction to Psychopathology 


right hand by telling her it was sinful to use her left hand, an 


experience apparently related to her later desire to cut this hand 
when depressed, 


MANAGEMENT 


BRAIN DISORDERS 


Forms of medical tr 


A ific 
eatment must be directed toward the specifi 
brain synd: 


rome. Apart from the medical treatment indicated, the 
most important aspect of management, particularly with the chronic 
irreversible brain disorders, is adequate placement of the patient ar 
the most appropriate setting for his care and protection. With mi 
extended life span, senile and arteriosclerotic changes result in in- 
creasing numbers of geriatric patients who often cannot be cared for 
at home. Unfortunately, ideal settings for such patients are WE 
available, and they frequently must be placed in overly crowde 
mental hospitals not suitable for their care. 
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subculture in which they live. A delusion, on the other hand, is a 
highly personalized distortion of reality, motivated by greatly per- 
sonalized needs. Since the term is generally applied only to ideas 


which reflect gross distortion of reality, a delusion is typically con- 
sidered the hallmark of a psychosis. 


CLASSIFICATION 


Delusions may be systematized into highly developed and ration- 
alized schemes which have a high degree of internal consistency once 
the basic premise is granted; or they may be unsystematized in the 
sense of their being less organized and lacking in internal consist- 
ency. The persistence of an unchanging delusional system is the out- 
standing characteristic of those disorders labeled “paranoid” or “pat- 
anoia.” A distinction is sometimes made in terms of the degree of 
Personality disorganization which occurs with the delusional beliefs. 

In paranoia, the delusion is a relatively isolated symptom in 
which the personality otherwise appears intact. The delusion fre- 
quently may appear logical, although exceedingly intricate and com- 
plex. In paranoid states, on the other hand, the delusion is less sys- 
tematized and elaborate, although the personality does not otherwise 
show obvious indication 
schizophrenia, however, 
delusions appearing as o 
Organization. The delu 
tremely bizarre. 

Paranoid delusions are generally classified as to their content: 

Delusions of persecution in which t 
belief that others are out to harm him or 

Delusions of reference in which the person inappropriately feels 
that others are looking at him or talking about him. 

Delusions of grandeur in which the 
importance in a totally unrealistic fashio 
an important, influential figure, e.g., 
Roosevelt. 


of deterioration or regression. In paranoid 
the basic disorder js schizophrenia with 
me aspect of a more general personality dis- 
sions may be highly implausible and ex- 


he person holds the false 


person magnifies his own 
n, believing himself to be 
Napoleon, God, Franklin 
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h the person holds grossly bizarre ideas 


Body delusions in whic 
liefs as that his body is rot- 


about his body, represented by such be 
ting, changing its sex, Or emitting foul odors. 

t Delusions of influence in which the person inappropriately be- 
lieves he is being influenced against his will by means which usually 
are not consistent with reality as known by others. 


Sometimes, in a complex delusional system, many Or all of these 


features are found. 


A twenty-three-year-old schizophrenic man felt that he was being 
turned at various times into a wild animal, a baby, and a woman. 
He had thoughts that he saw the devil and that he himself was 
God. He had the idea that his penis was shrinking into his body, 
that it would disappear and he would be “turned into a woman.” 
He felt that electricity was passing through him, and that little 
white, round bugs and brown bugs “like little sticks” were com- 


ing out of his body. He imagined that control was being taken 
ed and was to be used for 


of his body, that he had been hypnotiz 

experiments. At various times, he felt he would have to make a 

choice about “something that could go either way,” à conflict 

sometimes expressed in terms of whether he would be a man ora 

woman; at other times, he saw a circle and a square, feeling he 
one or the other. The pa- 


had to decide if he were going t° be i 
tient kept voluminous notes on all his reactions. Many of them 


reflected his underlying confusion about his own identity: “I 
wonder what everyone thinks I am—a criminal, an animal from 
the woods, or a crazy insane person, or a queer, or a killer, a mur- 
derer, or a thief, or waiting to break in someone s house and grab 
a girl or a woman and rape her and make her perform immoral 


acts?” 
The bizarre, illogical, and unsystematized nature of this delu- 
chizophrenia. Because most 


sional belief is consistent with ; B 
paranoid manifestations occur 1n settings characteristic of either 


schizophrenia or some other disorder (manic-depressive, involu- 
tional, or a sociopathic disturbance), some authorities would chal- 
lenge the existence of “paranoia” as 2 ienen entity. Nevertheless, 
in view of what often appears t° be their specific underlying psycho- 


dynamics, paranoid conditions shall be dealt with separately. 


paranoid s 
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PsyCHODYNAMICS 


In paranoid delusions, there are generally both suspicious and 
grandiose features, although one or the other may predominate. In 
all delusions, the assumption, at least implicit, is that the person who 
has the delusion feels he is a very important person. Consequently, 
it is not difficult to understand that delusions frequently are related 
to problems centering around self-esteem, prestige, and autonomy. 

The primary defense mechanism in handling the anxiety precipi- 
tated by the conflict leading to a paranoid delusion is projection. 

Projection: the unconscious process by which emotionally 


unacceptable impulses are rejected and attributed to (pro- 
jected onto) others. 


oo —— 

Within limits, projection is a defense used by everyone as a way 
of excusing oneself for his own faults and shortcomings; it is easy tO 
shift the responsibility from oneself to some external person, object, 
or event. Nevertheless, in paranoia the boundary between fantasy 
and external reality becomes blurred to the point where thinking 
and perceiving may be autistic, illogical, egocentric, and magical, 
rather than more or less reality-oriented, organized, and logical. 

The traditional dynamics of paranoid delusions were stated by 
Freud in his classic paper, “Psychoanalytic Notes on an Autobio- 
graphical Account of a Case of Paranoia.” In this paper, Freud 
analyzed the case of Dr. Daniel Schreber, a famous jurist, who has 
been referred to as psychiatry’s most famous and frequently quoted 
patient. Schreber had written an autobiographical] account of his ill- 
ness, “Memoirs of My Nervous Illness,” in the years oao 1968. Itt 
1910, the memoirs came to Freud’s atte 


ntion, and a ear later he 
published his celebrated paper, an analysi Bear pater 


S based on the text of the 
memoirs. 


Schreber was the third of five children. Hi 
nent physician who developed and Publish, 


ed a syste 
i m of thera- 
peutic gymnastics. At age 36, Schreber married a oman 15 a 


s father was an emi- 
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younger than he. His wife was diabetic, and the marriage re- 
sulted in six full-term stillbirths. Schreber’s first illness began at 
the age of 42 when he developed a severe hypochondriasis of 
eight months’ duration. In 1893, nine years later, he developed 
his second mental illness, leading to confinement from 1893 to 
1902. This illness also began with hypochondriasis, although 
other symptoms soon appeared. In the course of this illness, he 
displayed mutism, stupor, impulsiveness, suicidal attempts, hal- 


lucinations, delusions of persecution, ideas of miracles being 
performed upon his body, insomnia, compulsive bellowing, ob- 
id that he mani- 


sessive thinking, and transvestism. It has been sat 


fested all the symptoms of psychopathology at one time or an- 
other. Following an acute phase, his illness crystallized into the 


paranoid delusion that he was gradually becoming unmanned 

so that “by divine fertilization, offspring will issue from my lap.” 

n the memoirs for illustrative purposes, 
hat paranoid delusions represent a de- 
pulses. In his analysis of Schre- 
d various forms of paranoia as 
“I [a man] love him” 


Using the material i 
Freud proposed the theory t 
hial of unconscious homosexual im 


ber’s autobiography, Freud explaine 
exhausting the ways in which the proposition 
can be denied: 

Persecution: I do not love him. I hate him. I hate him because he 


Persecutes me. ? ; 
Erotomania: L do not love him. I love her, which (in accordance 
I notice that she loves 


with the need for projection 
me. 
Jealousy: I 
Another kind © 
proposition is denied: 
becomes the equivalen 
of megalomania. 


) is changed to: 


do not love him. She loves him. 
f contradiction is possible in which the whole 


“J do not love at all. I do not love anyone” 
t of “I love only myself” and forms the basis 


rences regarding the psychodynamics of para- 
nship between paranoia and homosexual impulses 
uestion by cases which do not appear to reflect 
any homosexual problem. Inasmuch as the unacceptable impulses 
conscious, however, the fact that they are not discernible in 
t behavior cannot be taken as evidence that dis- 


Since Freud’s infe 


noia, the relatio 
has been brought into q 


are un 
the patient’s over 
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proves Freud’s hypothesis. Likewise, some cases show both paranoia 
and overt homosexuality, a finding which is taken by other authori- 
ties as also disproving Freud’s theory, since paranoia presumably 
represents a denial of homosexuality. The coexistence of both pag 
noia and overt homosexuality is likewise not contrary to the tradi- 
tional theory, since the homosexuality which reaches expression 1n 
overt behavior need not bear a direct relationship to the homosexual 
impulses which are being denied and projected from the uncon- 
scious. For example, although a patient may engage in fairly conven- 
tional homosexual practices, he ma 
fenses against more unconscious a 
and incorporative impulses. 


y have to resort to psychotic de- 
nd totally unacceptable sadistic 


sion is often equated in our culture with playing the passive, femi- 


€ often Precipitated by conditions 


È j power, assertion, and dependency 
than to any immediate sexual motivation. 


A further contribution of Freud 
dynamics of paranoia was his recogni 
haps in a manner not immediately 
“nucleus” or “kernel” of truth, i.e., t 
by something or someone whose impulses or 
way. Thus, projections are not made upon a 
without realistic foundations, although they 


to understanding the psycho- 
tion that the P 
apparent 
hat the P 


rojection, per- 
» May incorporate @ 
Tojection is instigated 
qualities meet it part 
“blank screen” entirely 
are grossly exaggerated. 
er's delusions is pro- 

rland) that Schreber’s 


Evidence of the nucleus of truth in Schreb 
vided by the recent revelations (see Neide 
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ces on his children as part of 


father used extremely sadistic devi 
matic re- 


his advocated method of child rearing. Many of the so 
acuons experienced in Schreber's delusions bear a close relation- 
ship to the experiences he had as a child. A crucial adult rela- 
tionship for Schreber was that with his physician, Dr. Paul Emil 
Fleschig, who appears to have been a representation of Schreber’s 


father. 


PsyCHOGENESIS 


actions is unknown, with theories 
nstitutional defect to that 
g at a rather specific stage 


The etiology of paranoid re 
ranging from that of a gene-controlled, co 
of damaging early life experiences occurrin 
In the child’s development. k 

Persons who develop parano: 
excessively secretive and seclusiv 
minimal capacity to trust other pe 
Tealistically is often disturbed. They ofte 


and motives of others. They are frequently extreme 
hey perceive as their “rights” with absolute 


rigid, guarding what tl 
literal interpretation of the rules, resorting to constant bickering 
when the absolute interpretation is not achieved. 
The use of projection is especially prominent in the small child 
his own feelings and impulses to other 
jects. Children’s stories often perpetuate the 
jects “feel” just as they do. Pa- 
old floor” when the child falls, 


n which one’s own 


id reactions have frequently been 
e throughout life, evidencing only 
ople. Their ability to view others 
n misinterpret the actions 
ly sensitive and 


people, animals, 
idea that animals an 
rental comments such as 
facilitate the establishmen 


“the nasty, 
t of a defense pattern i 


responsibility is diminished and blame is displaced. 
] time at which the basis 


There is some evidence t i tw 
becomes established is in the earliest 


for pathological projection 


phases of habit training (the so-c4 
ment). The physical act of defecation and the expulsion of unwanted 


body contents are believed by some authorities to set the model for 
the later handling of unwanted mental contents through analogous 
expulsion. It is at this time that the pressure placed on the child pro- 
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vokes a struggle which centers around autonomy versus shame and 
self-doubt. It is also at this time that the child becomes aware of 
having a “behind” which he cannot see yet which is dominated by 
stronger people and forces. (Fears of being attacked from behind, 
of “anal rape,” of being used for ulterior motives, of being con- 
trolled by unseen influences frequently constitute crucial aspects of 
paranoia.) 1 In the process of bowel training, parents often use par- 
ticularly humiliating, punitive, and even sadistic threats, methods, 


and devices. Although some authorities would debate the invari: 
ability of a relationship between i 


around them. 


In the case of the twent 


y-three-year-old paranoid schizophrenic 
patient reported earlier 


» investigat 


mistreated the boy 


y in her practiced decep- 
nd was at work, 


from birth, and had later used the bo 
tions involving lovers while her husba 


SUMMARY 


The following assumptions are helpful in understanding delu- 
sions and paranoid conditions: 

1. A delusion, as a serious dist 
sidered indicative of a psychosis. 


1 Although paranoid delusions are less frequently expressed in predominantly 
oral terms, some authorities nevertheless feel that oral ejection (vomiting or 
spitting out) in the infant becomes the model fo; 


i T projection, rather than anal 
expulsion serving as the prototype. 
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2. Delusions are frequently related to problems centering about 


self-esteem, prestige, and autonomy. 
3- The primary defense mechanism op 
projection, often as a means of handling u 


impulses. 
4. Projection is a defense used by everyone on occasion; in para- 


noia, however, it reaches pathological proportions with a loss of abil- 


ity to distinguish reality from fantasy. 
5. The early model for projection may be established in early 


life, particularly in relation to habit (toilet) training. 
6. Persons who become paranoid frequently have a childhood 


history of extremely harsh, cruel, or brutal treatment. 


erating in a delusion is 
nacceptable homosexual 


MANAGEMENT 


Since the primary characteristic of a delusion is its invulnerabil- 
ity to the influence of external persuasion Or logic, it is obvious that 
nothing usually can be gained by trying to convince the patient of 
the illogicality of his delusional belief. Such an attempt may only 
intensify the patient's anxiety and increase the need for further pro- 


jection. 
Because such a patient is often extraordinarily perceptive at rec- 


ognizing insincerity and trickery, it is generally desirable to be honest 
and straightforward, without necessarily actually accepting Or chal- 
lenging the reality of the delusional belief. Inasmuch as the main- 
tenance of a delusional belief may constitute a danger to the patient 
as well as to others who are the target of the patient's hostility, it is 


often necessary that such patients be hospitalized. eee 
be utilized with success in diminishing the 


Drugs frequently may a A 
anxiety which precipitates the formation of a delusion. On some 
al from the stressful environment 


occasions, removing the individu 
ovement. Although psychotherapy 


will in itself bring about an impr ong 
remely difficult to initiate when the individual is acutely 


paranoid, the ultimate resolution of the patient’s difficulties in per- 
j 

ceiving others can come about only through the corrective influence 
of a long-term psychotherapeutic relationship with a therapist. He 


may be ext 
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must be one whom the patient can trust, can use as a target for pro- 
jection without fear of retaliation, can use as a model for identifica- 


tion, and with whom he can establish a more adequate empathic de- 
lineation of ego boundaries. 
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ships, basic to which may be chronic impairment of the ca- 
pacity to experience pleasure. 
5 
The complex phenomena which may be indicative of schizo- 
phrenia can usually be subsumed in these four areas: 


1. DISTORTIONS IN THINKING 


One of the signs traditionally considered pathognomic of schizo- 
enia is a breakdown and disorganization of the patient’s thought 
Processes. The ordinary rules of logic do not hold; rather, thinking is 
much more like that of the child or of a dreamlike state. Thinking 
may be autistic, condensed, highly symbolic, and bizarre. Illogical 
associations, clang associations, or “word salad” may prevail in 
speech. The capacity to make verbal abstractions may be deficient. 
There may be either a dearth of ideas and a slowing of the thought 
Processes or an overproductivity of ideas. In mild form, an under- 
lying thinking disorder may be difficult to recognize and may be 
expressed in an associative dyscontrol, evident only when the indi- 
vidual becomes anxious or is placed in a stressful situation. In its 
most obvious form, the thinking disorder may be expressed in delu- 
sions (fixed ideas not influenced by reason or rational explanation) 


and hallucinations (sensory experiences Occurring without an eX 
ternal realistic perceptual stimulus), 


phr 


2. DISTURBANCES IN AFFECT 


The term “schizophrenia” typicall 
affective life and the ideational life o 
feeling are not in harmony with th 


some authorities consider anhedonia or a pleas 
in individuals who are schizophrenic. Other aui 
able pleasure deficiency in the schizophrenic to 
difficulties, more basic to which may be the disord 
2 Literal interpretation of the concept “s lit 
ular but soir inaccurate coi ton E Pen has led to the pop- 
1c as someone who 
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Typical responses to emotional stimuli may reflect inappropriate 
affect (such as smiling while discussing a sad event), blandness of 


affect (apathy, aloofness, and dreaminess), or rigidity of affect (stereo- 
typed emotional patterns regardless of the external stimulus). 


3. DISTURBANCES IN EGO BOUNDARIES 


The schizophrenic has great difficulty in differentiating stimuli 
from within or without the body, reality from fantasy, his own 
thoughts from those of others—in short, where, in a sense, he leaves 
off and outer reality begins.’ (See pages 17, 50.) The absence of a firm 
Sense of self-identity or ego boundaries is considered the basic dis- 
turbance in schizophrenia by some authorities. Whether a primary 
or secondary phenomenon, however, disturbances in this area under- 
lie the difficulty which schizophrenics frequently have in properly 


evaluating or testing reality. 


4. DIFFICULTIES IN INTERPERSONAL RELATIONSHIPS 


The inability to establish satisfactory interpersonal relationships 
e basic indications of a schizophrenic 


is often considered one of th 3 
nerally characterizes all aspects of 


process. Marked ambivalence ge : i > 
the schizophrenic’s daily life, often with accompanying difficulty 
ssion and modulation of hostile im- 


around the appropriate expre ‘ À 
pulses. Anhedonia (a chronic defect in pleasure capacity), accom- 
; distrust, and expectation of rejec- 


panied by inordinate social fear, 

1 1 1 li 1 , k ; 
tion, is present to a degree not generall found in other disorders. 
> y 


e two different people. If at all relevant, this 
order “multiple personality,” than to schizo- 


somehow feels or acts as if he wer 
zophrenia refers to the discrepancy between 


conception is more akin to, the d 
phrenia, per se. The “split” in schi 
minking and pe ae dissolution of ego boundaries is most closely approxi- 

Hee as wherein the world may seem to disappear and the 
mated in the ne, the self and others and between reality and fantasy are most 
boundaries betw le, in a dream, one may be at once watching something that is 
fluid. For EAEN also being the one doing it. In certain phases of schizophrenia, 
being done es am were continued over into the waking state. The feelings which 
i p as ps itate are similar to the brief panic which may occur in a 
uch a 


ma’ recip’ L I 
normal Bends a to arouse himself completely from a frightening dream. 
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CLASSIFICATION 


- In its grossest forms, the schizophrenic disorder manifests symp- 
toms which are easy to recognize and identify. These symptoms may 
be acute, chronic, or intermittent in appearance. In some instances, 
a presumed “normal” individual may demonstrate a rather sudden 
eruption of blatant schizophrenic symptoms. In other instances, the 
symptoms are persistent and chronic. In phases of relative clinical 
muteness, schizophrenia may be difficult to recognize. Nevertheless, 
most authorities conceive of schizophrenia as a chronic disorder in 


: sie 3 p > e 
which only the overt clinical manifestations evidence much chang 
throughout life. 


PROCESS VS. REACTIVE SCHIZOPHRENIA 


eae e > es se 
To some authorities, the most important differentiation of tho 
patients called “schizophrenic” is between those individuals in whom 


SIMPLE SCHIZOPHRENIA 


This is characterized by apathy, 


chi j indifference, withdrawal, and 
lack of ambition. Other than the extreme disturbances in interest 


and activity, there are frequently no ross evidences of distortions of 
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reality. Many chronic “drifters” and “ne'er do wells” may be of this 
type. In some instances, indifference and irresponsibility lead to diffi- 
culty with the law. The onset for this type of disturbance is fre- 
quently in early adolescence, at the time the individual is faced with 
the necessity for making the transition from childhood to adult 
heterosexual and social adjustment with its concomitant bearing of 


responsibility. 


HEBEPHRENIC TYPE 


This may be characterized by extreme silliness and inappropri- 
ateness of behavior. The onset of this disorder is usually insidious 
and early, frequently around adolescence. The ultimate disintegra- 
tion of personality is generally greater than in any other form of 
schizophrenia. Delusions and hallucinations may be present and are 
frequently extremely bizarre. Speech and behavioral disturbances 


are common. 


CATATONIC TYPE 


which are prominent, either of 


This type has motor symptoms 
Lean 7 and auto- 


negativism, oppositional behavior, 
g features. Frequently the patient will main- 
obility for long periods. Disorganized 


ivi i ontrollable excitement or 
overactivity may also be found, either unc 


disorganized motor activity. The appearance of these symptoms is 
is for a single attack is somewhat favorable. 


usually sudden; prognos! 


stupor or overactivity; 
matisms are outstandin 
tain states of physical imm 


PARANOID TYPE 
This type has delusions of persecution or grandiosity which are 
et is frequently later in life than the 


prominent (see Chapter 1 j ; i 
other forms of schizophrenia and is often ushered in by a period of 


marked hypochondriacal complaints. In general, there is less person- 
ality disorganization and deterioration in paranoid schizophrenia 
than in the other forms; consequently, many types of paranoid schizo- 


phrenia g° undetected in our society. 


1). Ons 
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PSEUDONEUROTIC TYPE 


In this, the basic psychotic process is marked by numerous seem- 
ingly neurotic symptoms and a pervasive anxiety. There are usually 
numerous hysterical and obsessive-compulsive symptoms which, 1 
themselves, might each appear to be neurotic rather than psychotic- 
Nevertheless, upon close inspection, the more typical disturbances 


of schizophrenia will be found. A chaotic sexuality is also frequently 
present, 


SCHIZO-AFFECTIVE PSYCHOSIS 


With this type manic-depressive features coexist with pipe 
schizophrenic ones. The mood may be of elation, depression, © 
both. In spite of the marked affective features, the patient’s behavior 
and thought processes may also be so bizarre that they are obviously 
schizophrenic. Consistent with disorders that show prominent affec- 


3 f è i : d 
tive features, prognosis for any single attack is generally considere 
favorable. 


LATENT SCHIZOPHRENIA 


This is a form of schizophrenia not directly manifested in behavior 
but indicating a potentiality for decompensation into an overt schiz- 
ophrenic state. 


The schizophrenic disorders do not, in all instances, exist in the 
pure types suggested by the traditional classification of paranoid, 
catatonic, simple, and hebephrenic. In some instances, the patient 
will manifest symptoms of various types over a period of time. This 
is particularly true of patients who at first appear as paranoid of 
catatonic and later regress to the simple or hebephrenic stages. For 
this reason, some authorities prefer thinking of the seria 
of schizophrenia as typical courses of events rather than Betdiferent 
types of the disorder. 


> 
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PSYCHODYNAMICS 


As previously indicated, overt schizophrenic symptoms may de- 
velop slowly over a period of time, without evidence of any dis- 
cernible precipitating factor. A progressive deterioration of previ- 
ously established habits may be recognized only in perspective, thus 
making it extremely difficult to determine just when the onset began. 
In other instances, the onset of overt symptoms may be dramatic and 
Sudden, often occurring in response to a clearly discernible stress. 
Prognosis in the latter instance is generally much more favorable in 
terms of a probable return to a productive level of premorbid func- 
tioning. 

The acute outbreak of specific schizophrenic symptoms usually 
follows a frustrating experience or a situation in some way perceived 
as stressful. At such a time, there may be a sporadic appearance of 
marked obsessive, depressive, OY hysterical symptoms by which it 
seems that neurotic defenses are being used to bind or control the 
anxiety evoked by the threat. In this prodromal period, there may 
be marked fluctuation of these symptoms within a relatively brief 
Period. The ushering in of frank schizophrenic symptoms may then 


. re ri 4 
be perceived as a manifestation of regression. 


Regression: a return or withdrawal to earlier established 
modes of functioning. Although present in some degree m 
many psychogenic disorders, regression in schizophrenia is 
more pervasive, often to the preverbal period of develop- 
ment when ego boundaries were not clearly differentiated, 
reality-testing ability was not well established, and thinking 


was primitive and prelogical. 


such regression is never total or complete; character- 


To be sure, 
marked unevenness of the regression 


istic of the schizophrenic are the 
Sea fig A ae 

s conceive of regression as a defense against anxiety or threat, 

nses such as projection, repression, denial, etc. On the other 

who view regression as of a somewhat different order, re- 

the ultimate threat against which all other defenses are 


_ 4 Most authoritie 
Similar to other defe 
hand, there are some 
Bression representing 
utilized. 
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and the resulting disorganization of personality. Even in the extreme 
form of catatonic withdrawal, the person still maintains some con- 
tact with the world about him. The fact that relatedness to other 
people is never totally excluded makes it possible for meaningful 
interpersonal contact to occur in even the most regressed or with- 
drawn patient. 

A period at which such withdrawal or regression is common is 
at the time the individual is faced with the task of completing the 
transition from adolescence to maturity. The necessary social and 
heterosexual adjustments expected at this time may present a hurdle 
which cannot be successfully overcome by individuals whose basic 
ego integrity has not been securely attained previously. Sexual inti- 
macy, particularly as experienced in the impulse to merge with an- 
other person and the threat to one’s own autonomy in so doing, may 
be especially threatening. At this time, one’s sense of personal iden- 
tity is in constant flux, repeatedly being gained and lost due to radi- 
cal body changes. These changes are made even more acute because 
of adult reactions. One has the appearance of an adult, yet is not 
emotionally an adult. Concurrently, our culture pressures the adoles- 
cent to make an occupational choice and a commitment to the com- 
petition which this occupational choice entails. 

Stresses of later life may also strain a previous adjustment. Occu- 
pational success or failure, marriage, parenthood, illness, disillusion- 
ment over life’s failures, actual or anticipated death of parents, di- 
minishing sexual prowess, or any vicissitude of life may create 4 
disequilibrium which makes prior effective defenses inadequate. In 
some instances, a threat which appears minimal can apparently trig- 
ger off a catastrophic regression; in other instances, the threat may 
be great. 

Those who view schizophrenia as essentially a disorder of inter- 
personal relationships stress the ways in which the schizophrenic 
reacts to other people and the anxiety these interactions evoke. Feel- 
ings of rejection and an intolerable lack of self-respect frequently are 
prominent in the schizophrenic. Withdrawal from emotional in- 
volvement with other people is often an outstanding feature, While 
relationships may be highly ambivalent (i.e., fused with both love 
and hate), the person has great difficulty in Properly modulating and 
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appropriately expressing his resentment and anger. Frequently his 
dependency on other people is so great that he cannot risk their 
rejection by fully expressing his actual feelings. An underlying fear 
of his own hostility, perceived as being so great that it might lead 
to murder, frequently keeps the schizophrenic from any expressions 
of aggression or love. At times, fear of retaliation for his own mur- 
derous rage or his improper thoughts will motivate regression into 
a state of withdrawal, complete passivity, or panic. Relating to others 
is also complicated by the schizophrenic’s confused sexual identity, 
making a mature heterosexual adjustment difficult. In some in- 
stances, sexual intimacy, either homosexual or heterosexual, is emo- 
tionally painful; in other instances, sexual acting-out may occur 


chaotically. 
In a real sense, the schizophrenic often does not know who he 


is—male or female, human or nonhuman, fully alive or partially 
dead. Feeling isolated and rejected, he acts in such a way as to elicit 
Tejection from others, a response which serves to confirm his basic 
View of himself, Heterosexual peers are often viewed primarily as 
Sources of dependency gratification; offspring are viewed either as 
Competitors or as self-extensions. Sharing and intimacy may be diff- 
cult, eliciting anxiety which only leads to further isolation and with- 


drawal. 
PSYCHOGENESIS 


There is no common agreement about the etiology of the schizo- 
phrenic disorders. Major theories pertaining to its genesis include 
both organic and psychological determinants. 


GENETIC INFLUENCES 


Many authorities consider schizophrenia essentially an inherited 
disorder which is either present or absent in any individual, while 
allowing that life stress may determine whether clinical evidence of 
the disorder ever develops. Genetic studies have shown a remarkable 
concordance of the disorder in identical twins, as opposed to decreas- 
ing expectancy rates in nonidentical twins, siblings, and half-siblings 
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(in that order). A trend discernible in the field in recent years would 
perhaps be an increasing agreement that a predisposition to develop 
schizophrenia may be inherited. The most persistent finding 7 
studies of the families of schizophrenics is the serious disturbance 


in the family environment. To date, specific genetic determinan 
have yet to be isolated. 


PHYSIOLOGICAL INFLUENCES 


Various theories on the etiology of schizophrenia have en 
physiological factors related to (1) constitutional physique, (2) t i 
endocrine glands, (3) the cardiovascular system, and (4) brain pe 
tioning. Many studies have reported the discovery of important bio 
chemical variations from normal in persons who are hie 
Nevertheless, such results generally have either not been confirme 
or, where confirmed, are not sufficient to account fully for the dis 
order. Many studies have not been controlled for physical ae 
food-intake, or other important variables. When one recognizes a 
body chemistry can be altered significantly merely by rate of eit 
ing, it is not surprising to discover that grossly disturbed patien 
show physiological changes not found in the nonschizophrenic pe- 
son. However, any causal link between such changes and the dis- 
order has yet to be conclusively proved. Taking a lead from the lack 
of pleasure capacity in schizophrenics, some authorities assume that 
brain dysfunction is basic, finding support for this view in studies 
which show that electrical stimulation of the limbic system in the 
brain gives rise to a sensation which is interpreted as pleasurable. 
However, since anhedonia as experienced by schizophrenics is mainly 
involved with interpersonal rather than noninterpersonal pursuits, 


other authorities assume the etiology is primari 


ly interpersonal (psy- 
chological). 


PSYCHOLOGICAL FACTORS 


Major psychological theories about the genesis of schizophrenia 
concern the importance of early interpersona] relationships, particu- 


larly those with the mothering person. When one recognizes the 
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extreme helplessness and dependency of the newborn, it is not sur- 
prising that a high potential for psychopathy exists when the de- 
veloping child must pass from a state of complete symbiosis with 
the mother to that of a differentiated, independently functioning 
individual. The rapid changes occurring in the child himself during 
this critical period of development complicate the learning situation 
for both mother and child. 

An essential aspect of early learning is that subsumed in the con- 
cept of “developing ego boundaries” or “a firm sense of self-aware- 
ness and self-identity.” The relationship between self and one’s bod- 
ily urges, distinguished from the other aspects of reality, can become 
increasingly differentiated only when the mothering environment 
provides consistent support and definition of the child’s own auton- 
omous contribution. Even the mere act of handling the baby in the 
Course of feeding and care may help on a tactile basis to establish 
a clearly defined body-image. If such mothering is lacking or incon- 
sistent, a firm sense of reality with appropriate differentiation be- 
tween self and nonself may actually never develop. Also, at this time, 
a sense of trust is established with the mothering figure, a relation- 


ship which sets the prototype for all future relationships. 

The woman who has been described as the kind of mother who 
makes schizophrenic development likely has been called the “schizo- 
phrenogenic mother.” She has been labeled variously as “hostile,” 
“rejecting,” “overprotective,” “sadistically critical,” “anxious,” 
“cold,” “distant,” and «unable to respond warmly to the child as 
other than an extension of herself,” characteristics, incidentally, not 
confined to schizophrenic families. Family studies have indicated a 
discord frequently correlated with the occur- 
While no one constellation has been proven 
specific for the familes of schizophrenics which is not found in non- 
schizophrenic families, the intensity of the conflict, tension, and 
anxiety found in the former frequently makes it tempting to infer 
lationship between such a condition and the development 


high degree of marital 
rence of schizophrenia. 


a causal re 


of the disorder. i 
In view of the outstanding role of distorted thought processes in 


schizophrenia, it is not surprising that disturbances in communica- 
tion between members of the family have also been incriminated 
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as fostering the development of the disorder. A typical disturbance 
noted in schizophrenic families is a discrepancy between the parents’ 
verbal remarks and their behavior, perpetuated in such a way that 
the child has difficulty either discriminating properly or seeking 
clarification of such discrepancies, since he senses either would be 
a threat to the security of his relationship with the needed parent. 
In some instances, the child may be unable to predict the attitude 
of a given parent on any given occasion with any degree of consist- 
ency. Other studies have suggested that such families frequently con- 
jointly practice a deception in relation to some painful family real- 
ity, as though they were tacitly agreeing that they will act as if 
neither the reality nor the denial of it were so. In some instances, 
the model presented to children by the parents directly perpetuates 
excessive use of denial and projection, particularly when destructive 
or sexual assaults on the child must then be denied or repressed by 
the child as the only means of maintaining his relationship with the 
parent. There is some evidence that such early trauma which was 
originally repressed may, in the later schizophrenic episode, be in- 
cluded in the delusional ideation, i.e., that the delu 
represent the recall and elaboration (reminiscent r: 
an earlier repressed experience. 


sion may in fact 
ecapitulation) of 


It will be recalled that in the classic case of Schreber (Chapter 
11), the patient believed that miracles were being performed on 
his body. Such delusions appeared not to have any plausible ex- 
planation. Nevertheless, the reality basis for these delusions has 
become indicated through the discovery that the father had 
utilized an array of orthopedic devices on his son, which pro- 
cedures were obvious precursors of Schreber’s later delusions. 
The meaning of Schreber’s difficulties involving mysterious “lit- 
tle men” a few millimeters tall and his “plurality of heads” can 
be related to the drawings of little human figures depicting a 
variety of gymnastic exercises, used to illustrate the father’s writ- 
ings. (See Niederland.) 


The most plausible etiological view is that there is no single 
cause for the diverse symptoms which are subsumed in the label 
“schizophrenia.” It appears that a complex interplay of both biologi- 
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cal and social forces are at work, perhaps to varying degrees in the 
diverse aspects of the syndrome. It is also reasonable to presume that 
the ultimate understanding will reveal that that which is now con- 
sidered to be a single disorder is actually a number of different en- 
tities. The distinction between process and reaction schizophrenia, 
for example, is accepted by some authorities as a representation of 
disorders with quite different etiologies; i.e., that somatogenic or 
organic factors are crucial in the development of process schizo- 
phrenia, while psychogenic factors are responsible for the develop- 


ment of reactive schizophrenia. 


SUMMARY 


The following assumptions are helpful in understanding schizo- 


phrenia: 


1. The etiology of schizophrenia is essentially unknown. It is 
reasonable to assume, however, that there is no single cause for the 
diverse symptoms given the label “schizophrenia.” 

2. Typical characteristics of schizophrenia include: distortions in 
thinking, disturbances in affect, disturbances in body-ego bounda- 
ries, and difficulties in interpersonal relationships. 

g. Although traditional diagnosis differentiates four primary 
types (simple, hebephrenic, paranoid, and catatonic), the schizo- 
phrenic disorders do not, in all instances, conform to such classifi- 
cation. In schizophrenia, the symptomatology may be highly kaleido- 
scopic, changing within relatively brief periods. 

4: Prognosis is generally much more favorable when the onset of 
the disorder is sudden and has discernible precipitating factors. The 
contrast of such reactions with those that have a slow, insidious 
onset, without discernible precipitating factors, have led some au- 
thorities to conclude that at least two different syndromes may be 
involved. : i 

5. Ultimate clarification of these disturbances may reveal a vari- 
ety of disorders in which both biological and social forces vary in 


degree and kind. 


128 Introduction to Psychopathology 


MANAGEMENT 


A major consideration in managing the schizophrenic patient is 
whether he is a danger to himself or to other people so that hospitali- 
zation is necessary. Many schizophrenics are able to work and per- 
form normal activities, and concurrently can be carried in psycho- 
therapy designed to support their defenses and widen their effective 
contact with reality. 

With the advent of modern tranquilizing drugs, great numbers 
of schizophrenic patients who previously would necessarily have 
been committed to hospitals are now able to function outside a 
hospital setting. In fact, the first major breakthrough in the problem 
of the increasing hospital population has occurred as a result of these 
drugs. It is generally recognized, however, that in no sense are pres- 
ent drugs a cure for schizophrenia, In common with other physical 
methods of treating the disorder (including electroconvulsive ther- 
apy, insulin coma therapy, and various forms of brain surgery), the 
newer drugs appear to help diminish anxiety and reaction to stress 
by decreasing the individual’s response potential. Although em- 
pirical evidence clearly indicates that many of these treatments 
work in the sense of relieving symptoms, a thorough understanding 
of how they work has not yet been attained. 

Recent years have brought increasing optimism regarding re- 
sults of psychotherapeutic intervention with schizophrenic patients, 
even some of those who previously would have been considered 
inaccessible to any form of treatment. Nevertheless, even the most 
enthusiastic psychotherapists would not claim that successful treat- 
ment will completely cure the disorder. The goal is generally 
increased social adaptation, with a relief of incapacitating symptoms 
(social recovery), 

Concomitant with increasing optimism in relation to treatment, 
increasing acceptance and tolerance for mental illness have made 
it possible to give much greater freedom to patients who previously 
might have had to be protected from society's rejection and hostility, 
The “open-door” policy, a trend begun in England with the goal 


Schizophrenia 129 
of making mental hospitals much more like general medical hos- 
pitals, is being extended to hospital wards which at one time en- 
forced a marked restriction on patients’ activities and liberties. 
Much greater understanding has also been gained regarding the 
extent to which patients live up to the role in which they are placed. 
Asocial or grossly inappropriate behavior may be the patient’s 
reaction to how he is treated, a manifestation of his conforming 


to the expectation that the surrounding society has for him. The 


so-called “deteriorated” state of many long-standing schizophrenic 


patients may be more of a reaction to hospitalization and social 
deprivation than the inevitable outcome of the disorder itself. 

It is not yet clear to what extent the newer methods of treat- 
ment have altered long-term prognosis. It has become obvious that 
while drugs may shorten the hospitalization period for many schizo- 
phrenic patients, the interval between successive hospitalizations 
has also become shorter. In general, perhaps prognosis has not 
changed much over recent years; the experience of all therapies 
suggests that about one-third of the schizophrenic patients make 
adequate social adaptations; one-third make marginal social adap- 
tations with occasional readmissions to hospitals and resumption 
of therapy; and one-third either deteriorate, commit suicide, or 


require long-term chronic hospitalization. 


NGS o-oo tec 


Psychotherapy 


In the preceding discussion, it was suggested that 
Psychotherapy often offers a feasible approach to the alleviation 
of the patient’s psychological distress. This chapter will discuss the 
general rationale for psychotherapy—its definition, its application, 
and its underlying assumptions. 

The term “psychotherapy” covers a multitude of activities exe- 
cuted by skilled, professional persons. Basic to all Psychotherapy is 
the creation of a relationship between the patient and the therapist 
which is oriented toward the personal growth of the psychologically 
afflicted. Often, the goal of treatment may be symptom-removal; 
more frequently, the goal is to alter persisting patterns of behavior 
so that the individual will be able to adapt to future stresses with- 
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out experiencing incapacitating symptoms, and in the light of new 


self-understanding. 4 

The general assumption underlying psychotherapy is that per- 
sonality disorders arise primarily out of interpersonal experiences, 
initially instigated in early childhood and currently perpetuated 
by the contemporary life situation. This assumption does not deny 
the role of genetic or organic factors in different disorders. In fact, 
organic factors may play varying roles in any disorder as it appears 
in different individuals. Nevertheless, the basic assumption underly- 
ing psychotherapy is that functional disorders are essentially the 
result of experiences with other people; that is, they are learned 
reactions. In terms of this assumption the psychotherapist attempts 
to resolve the underlying difficulty through a process of re-education 
of the patient in the context of a specific corrective experience with 
another person, the therapist. 

In the process of psychotherapy, the therapist encourages the 
establishment of an emotional relationship between himself and 
the patient. In many ways, this relationship has as its prototype 
the child-parent relationship. In fact, in certain types of psycho- 
therapy, it is said that treatment is not completed until the pa- 
tient, in the context of his relationship with the therapist, has 
re-experienced and evolved new approaches toward the resolution 
of the major conflicts which were present in the child-parent rela- 
tionship. 

Whether or not such “re-living” of all major child-parent con- 
flicts is necessary, it is inevitable that the patient transfers to the 
therapist the major conflicts and distortions which characterize his 
interactions with other people. Such transference constitutes the 
essence of the relationship with the therapist, and it is this trans- 
ference which provides the therapist with the basic psychothera- 
peutic tools. The development of transference is facilitated by the 
patient’s discomfort and his expectation of help from a knowledge- 
able authority. Most therapists try to maintain an atmosphere of 
neutrality so that the relationship which develops will mirror the 
patient’s difficulties without being distorted by the therapist’s own 
personality or provocations. For such reasons, emotional maturity 
and self-understanding are important attributes of the ideal thera- 
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pist. In the context of a relationship with such a person, the patient 
may experience and re-experience his problems without the usual 
consequences which tend to perpetuate them. 

Psychotherapeutic techniques vary greatly. Consequently, it is 


difficult to make generalizations which apply to all forms of psycho- 
therapy. For example: 


Some therapists believe that the major technique of psycho- 
therapy is interpretation, i.e., pointing out to the patient the signifi- 
cance and meaning of his behavior. Other therapists feel that any 
interpretation comes best from the patient himself, and that verbali- 
zation of insight, when it occurs, is not the cause of improvement 
or cure, but rather the outcome of improvement. 

Some therapists purposefully utilize techniques to foster the 
patient’s dependency, at least in certain phases of the process. Other 
therapists would maintain that the patient must at all times be 
encouraged to be independent, self-reliant, and responsible for his 
own decisions, 

Some therapists try to maintain a “blank screen” by being com- 
pletely unrevealing of their own personal life and activities and 
by mirroring only what the patient himself presents. Other thera- 
pists believe that being a “real” person to the patient in an active 
interpersonal exchange is more beneficial. 

Some therapists stress the distinction between thinking “with” 
the patient as opposed to thinking “about” him, trying solely to 
adopt the patient’s frame of reference by understanding how he 
is thinking and feeling at the moment and then communicating 
that understanding to him. Other therapists see the essential skill 
of the therapist to be that of being able to make proper interpreta- 
tions about the patient’s thoughts and feelings. 

Some therapists believe that the experiences dealt with in psycho- 
therapy should be primarily those in the present and that historical 


1 This emphasis Particularly characterizes the so-called “nondirective” or 
“client-centered” school of psychotherapy, a group which has made an outstand- 
ing contribution to Tesearch on the process of psychotherapy. In terms of the 
supportive-interpretatiye distinction elaborated in later discussion above, this 
form of psychotherapy is difficult to categorize—although the technique appears 
more “supportive” than “interpretative,” its goals often approximate those of 
interpretative psychotherapy. (See Rogers.) 
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antecedents of present behavior are relatively unimportant. Other 
therapists believe that the important goal of psychotherapy is to 
re-establish the link between past (early) experiences and present 
difficulties. 

Some therapists believe that the experiences dealt with in psycho- 
therapy should be fantasied experiences (dreams and free associa- 
tion). Other therapists believe that reality experiences are the more 
important data of psychotherapy. 


In spite of the differences in technique represented by the many 
a large number of authorities think that 
the particular technique (or techniques) is probably not the most 
important aspect of psychotherapy since experimentally studied 
outcomes among the major schools do not appear to differ substan- 
tially. These authorities stress the elements common to all effective 
psychotherapies and believe that the therapeutic effort perhaps stems 
from these rather than from the specificities that may distinguish 


one approach from another. 


schools of psychotherapy, 


Common ELEMENTS OF ALL 
EFFECTIVE PsYCHOTHERAPIES 


psychotherapy is a relationship of mutual 
respect, in which the patient senses the trustworthiness of the thera- 
pist and feels free to communicate without censoring or withholding, 
The structure of the ideal therapeutic relationship permits and 
bal self-expression without fear of censure 
or rejection. In the freedom and security of a relationship in which 
he feels he is understood, respected, and accepted, the patient is 
free to explore all areas of his life, moving progressively into those 
areas previously denied awareness, thereby coming both to experi- 
ence and know himself more fully. Psychotherapy proceeds best 
when structured as a mutually collaborative effort; there is nothing 
magical about the transaction. For this reason, psychotherapy cannot 
proceed until there is a mutual agreement (at least implicit) that 
s a problem which he desires to handle; that it is one 


Basic to any effective 


encourages freedom of ver 


the patient ha 
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which resides in him (rather than in his wife, or the boss, or reality); 
and that it is a problem amenable to psychotherapy with this par- 
ticular therapist. Psychotherapy will probably have the greatest 
likelihood of success if the patient's suffering outweighs the rewards 
which accrue from having the disorder, that is, when the disadvan- 
tages clearly outweigh the advantages. 


SUPPORTIVE vs. INTERPRETATIVE PSYCHOTHERAPY 


It might be said that most psychotherapy includes some degree 
of both support and interpretation. Nevertheless, therapies some- 
times have been characterized in terms of the extent to which they 
are primarily supportive or primarily interpretative. 


SUPPORTIVE PSYCHOTHERAPY 


This is indicated primarily in those instances when strengthen- 
ing the patientť’s present defenses is all that can be safely undertaken 
at that time, or all that is practical, as with an elderly person. When 
there is a threat of a decompensation of present defenses, supportive 
psychotherapy may be required. In other instances, advanced age, 
Present physical disabilities, or inflexibilities of the life situation 
may make a more ambitious undertaking impractical. The goa] in 
these instances is usually to restore a prior (relatively) satisfactory 
adjustment, or to effect some adjustment within the existing per- 
Sonality structure of the patient. Therapy that is primarily sup- 
portive may later become more interpretative as the goals of treat- 
ment change. 

A major principle of supportive therapy is to do nothing that 
l precipitate undue anxiety. For this reason, great care must 
be taken lest an important defense be jeopardized by the process 
of therapy. Emphasis is placed on the patient’s current reality; free 
association, fantasy, and dream interpretation are usually not 
couraged. Since inner controls may be weak, the therapist attempts 
to provide some degree of structure for the patient by the setting 
of realistic limits on the patient’s behavior, giving advice and re- 


wil 


en- 
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assurance, and providing “support” when and where it is needed. 
Suggestion, persuasion, inspiration, direction, and exhortation may 
all be deliberately used by the therapist. Manipulation of the en- 
vironment is sometimes utilized as a means of lessening stress on 
the patient. Because such therapy is often conducted with patients 
who are vulnerable to psychoses, the inherent dangers are great. 
Supportive therapy is extremely difficult to give since one must 
thoroughly understand the patient's defense structure to decide 
whether a maneuver will be supportive or not. 


A schizophrenic patient in a state of social recovery decompen- 
sated in the course of acting on the advice of his psychotherapist 
to take a vacation and to begin enjoying himself. While the ad- 
vice of the therapist was seemingly “supportive,” subsequent 
events confirmed the view that for this patient such advice was 
unwise. The patient relied on obsessive-compulsive defenses ex- 
pressed in hard work to ward off extreme guilt, apparently re- 
lated to the death of relatives in a concentration camp from 
which he had been able to maneuver his own release. 


Even such generally encouraging expressions as “I think you will 
get well” may be far from “supportive” for a patient whose de- 
fenses at present are weighted in favor of maintaining his illness. 
What may be supportive to the conscious wishes of the patient 
may be extremely threatening to his unconscious defenses and 
may lead him either to leave treatment or to become more seri- 


ously incapacitated. 


During supportive therapy, it is important to be able to gauge 


the effectiveness of the patient's defense system—to know what is 
going on at all times. Symptoms may often serve important functions 
in maintaining a repair in defects of adjustment or in preventing 
further regression into a more serious illness. Hence, to remove a 
symptom precipitously may have disastrous consequences. Inciden- 
tally, some individuals incorrectly perceive supportive therapy as a 
cheaper, easier form of treatment, since its goals are often more 
modest ones, such as simply keeping the patient out of the hospital. 

Besides those situations in which it is all that can safely be under- 
taken, supportive therapy is also utilized when nothing more is 
deemed necessary. In a temporary grief reaction, reactive depres- 
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sion, situational reactions, adolescent turmoil, or in other transient 
crises occurring in a relatively intact personality, temporary support 


may be adequate to help the patient over a difficult period of ad- 
justment. 


INTERPRETATIVE PSYCHOTHERAPY 


The goal of interpretative therapy, for the most part, is to change 
the basic personality structure of the patient rather than to achieve 
a more harmonious adjustment within or to it. For such a change 
to occur, the patient must have sufficient motivation to work for a 
long-range goal and to endure the accompanying frustration, anxiety, 
and sacrifice that adoption of such a goal entails. The patient’s 
degree of personality integration must be adequate to tolerate 
anxiety precipitated by interpretation, the purpose of which is to 
put into carefully chosen, meaningful words the conflicts underlying 
the patient’s difficulties with other people. For such an interpreta- 
tion to be useful, it must be precise and concrete, and to be most 
effective it must be timed to coincide with the peak of emotional 
involvement for the patient. 

The major forms of interpretative Ppsychothera 
sis and psychoanalytic psychotherapy. 

Psychoanalysis is based on the principles elucidated by Freud. 
The major techniques include free association and dream interpreta- 
tion. A salient feature of psychoanalysis is the systematic investiga- 
tion and interpretation of the transference relationship which de- 
velops between the patient and his analyst, as Welle anana ysis of 
the patient’s emotional resistances which have Jeq to the distortions 
in his relationships with others. The goal of Psychoanalysis is the 
achievement by the patient of insight into his unconscious conflicts 
along with an extensive alteration of personality structure, which 
both together are manifest by changes in formerly maladaptive 
behavior. In its classical form, psychoanalysis is an intense (fre- 
quently five hours a week), long-term process. Briefer methods and 
modifications of the technique by many so-called “neo-Freudians” 1 
have given rise to many different schools of Psychoanalysis, Never- 


py are psychoanaly- 


1 This group would include Horney, Sullivan, Reik, Adler, Rado. 
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theless, some authorities prefer to maintain the term “psycho- 
analysis” for psychotherapy in the classical sense alone, as originated 
by Freud and his direct followers. 

In contrast to classical psychoanalysis as just described, psycho- 
analytic psychotherapy utilizes the insights of Freud and his fol- 
lowers, but with a greater degree of flexibility of approach. Goals of 
treatment may be circumscribed and related to specific problem 
areas. Since less emphasis may be given to a systematic investigation 
and interpretation of the transference relationship, less emphasis 
may also be placed on the therapist's maintaining a “blank screen.” 
He may, in fact, actively relate to and with the patient, in a more 
typically natural way than that which characterizes classical psycho- 
analysis. Rather than free association and dream productions, de- 
tailed reporting of ongoing interpersonal relationships, directed by 
relevant questioning by the therapist, may constitute the primary 
approach. Supportive and re-educative techniques may be used with 
greater freedom than in classical psychoanalysis. 

Modification of techniques has extended the usefulness of psy- 
chotherapy to such groups as schizophrenic patients and “border- 
line” cases which would not be amenable to classical psychoanalysis. 
With schizophrenic patients, for example, the usual type of inter- 
pretation is frequently found useless since often these patients are 
quite aware of the symbolic significance of their communications. 
Since these patients often have difficulty distinguishing between 
fantasy and reality, free association (unrestrained fantasy) is seldom 
utilized. It has been found to be most helpful to work with reality 
problems with these patients. Therapy in these circumstances is 
conducted on a face-to-face relationship (rather than with the pa- 
tient on a couch), and with great flexibility regarding not only the 
frequency but also the length of sessions. 


* * * 


Psychotherapy of any type is often a long-term process, since 
early and long-established patterns of behavior are resistant to 
change, Although relief of symptoms sometimes can be easily ac- 
complished in a brief period of time, enduring personality change 
usually can occur only after new learnings have been tried, modi- 
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fied, and tried again, in the context of a relationship characterized 
by nonpossessive caring for the patient by the therapist. 
Undoubtedly the future will give evidence of great advances 
in the scientific understanding of interpersonal relationships which 
occur in psychotherapy. Long considered an art, psychotherapy in 
recent years has become the focus of intensive research efforts in the 
behavioral sciences. The past decade has witnessed increasing ad- 
vances in the formulation of specific, rational therapies suitable for 
specific symptom complexes, As a science, psychotherapy is in its 
early stages. Nevertheless, judiciously applied, it offers a highly effec- 


tive means of increasing the happiness, productivity, and well-being 
of the patient. 


APPENDIX A 


Glossary 


AxREACTION: a release of feelings or emotions through reliving (in 
fantasy or action) a situation previously denied to conscious awareness. 


ArFEcT: subjective feeling state or emotion, e.g., depression, guilt, 
anger, anxiety. 

AFFECTIVE DISORDER: an illnes 
dominant; in psychotic form, includes psy 
manic-depressive psychoses. 

AmBivaALENce: coexistence of opposing feelings, 
love and hate. 

ANAL STAGE: stage of personality development occurring roughly be- 
tween one-and-a-half and three years at which time the problem of habit 
training, involving control, particularly in relation to bowel training, 
becomes prominent. The resolution of conflicts characteristic of this 
period may give rise to enduring personality traits subsumed under 
“anal” traits—obstinacy, stinginess, and orderliness. 

Anamnesis: patient's recall of his developmental history prior to onset 
of his illness. 

Anxiety: an affect characterized by feelings of apprehension, uncer- 
tainty, and helplessness which are not attached to a real, external danger. 

Autism: a form of thinking, largely subjective, idiosyncratic, and with- 
out sufficient regard for reality; characteristic of schizophrenia. 

AUTOEROTISM: sexual self-gratification, masturbation. 

CASTRATION ANXIETY: apprehension of bodily harm or loss of manhood 
or masculinity, derived from apprehension of threat to the genitals or 
injury to the body; first arises at the oedipal stage of development (age, 
three to six years). 
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s in which moods or emotions are pre- 
chotic depressive reactions and 


usually involving both 
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CATATONIA: a form of schizophrenia in which motor symptoms pre- 
dominate. 

CaTHaRSIS: a release of tension and anxiety through abreaction. 

CATHEXIS: investment of emotional feeling and significance in an 
object or idea, 

CHARACTER DISORDER: a disorder distinguished by difficulties in con- 
forming to cultural and social moral expectations with relatively little 
personal discomfort, showing few or none of the major symptoms of a 
neurosis or a psychosis. 

ComPULSION: a recurrent action or ritual which is repeated in a 
perseverative way as a means of avoiding extreme anxiety. 

CoNnFABULATION: filling in of a memory loss by relating of experiences 
without regard for truth. 


Conruict: a distinct clash betwee: 
within the personality. 


Conversion: process by which an emotional conflict is unconsciously 
transformed into a physical manifestation, often with symbolic meaning. 
COUNTERTRANSFERENCE: irrational attitudes, feelings, and fantasies €x- 
perienced by the therapist in relation to a patient (see Transference). 
Decompensation: the failure or breakdown of existing defenses lead- 
ing to more pathological behavior, 
DEFENSE (mechanism): unconscious mental process employed to re- 


solve conflicts or anxiety, e.g., projection, repression, denial, reaction 
formation, undoing. 


n two or more impulses or desires 


DeELusion: a firm and fixed idea or set 
ent with reality and which are not influen 
rational explanation, 

DEMENTIA PRAECOX: obsolete descri 
merly based on a conception of the dis 
early onset and involving ultimate dı 


of ideas which are not consist- 
ced by logic, common sense, or 


Ptive term for schizophrenia, for- 
order as being characterized by an 


€terioration (dementia). 
DENIAL: an unconscious process which involyes 


painful or anxiety-producing reality by refusing to a 

DEPERSONALIZATION: feelings of unrealit 
outside world. 

DEPRESSION: (1) an affect involving a feeling of sadness, dejection, 
loneliness, and loss of interest; (2) a clinical syndrome characterized bya 
depressive affect, multiple somatic manifestations, and loss of self-esteem. 

DETERIORATION: mental impairment, traditionally assumed to be ir- 
reversible and progressive. As it occurs in schizophrenia, impairment is 
not necessarily irreversible or progressive. Terms “deficit” or “impair- 


the avoidance of a 
dmit its existence. 


y concerning the self or the 


Appendix A I4I 
ment” avoid the unwarranted implications suggested by the term “dete- 
rioration.” 

DISPLACEMENT: the process by which a feeling or emotion is uncon- 
sciously transferred from its object to a more acceptable substitute. 

Dissociation: the separation or splitting off of a segment of the per- 
sonality in such a way that conscious awareness or control of the segment 
is lost. 

Don JuANism: a compulsive, exaggerated need to seduce women, often 
Motivated by denied and unconscious homosexual impulses, 

Ecuotatia: repetition of words or groups of words echoing something 
said by another person; frequently found in catatonic schizophrenia. 


Eco sounpary: hypothetical line separating the self from objects in 


the environment, a differentiation basic to reality testing. 

E THERAPY (electroshock, ECT, or EST): method of 
times a week, involving application of 
ally to produce unconsciousness and 
ful in relieving depressions; 


ELECTROCONVULSIV) 
treatment usually given three to five 
electrical current bitemporally, usu 
a seizure state. Treatment has been use 
method has been somewhat displaced by use of pharmacotherapy. 

Emotion: subjective feeling state, €g» love, hate, fear, anxiety, grief. 
o sense the feelings and behavior of another person. 


Empatuy: ability t 
ed feeling of well-being which is not realistically 


Eupworia: exaggerat 
based. 

Ferisnism: a disorder in which sexual excitement and gratification are 
produced by an object invested with abnormal sexual significance, such 
as a shoe, garment, hair. 
n development, generally of psychological origin. 


Frxation: an arrest i t i: : 
differentiated from regression, refer- 


The term fixation (arrest) is usually 
ring to a return to an earlier stage of development. 
Free association: the act of relinquishing conscious control over one’s 


thoughts and speaking freely of whatever comes into one’s mind. 


Frustration: the blocking of goal-directed activity; a frequently stated 


hypothesis is that frustration leads to aggression. 


FUNCTIONAL ILLNESS: illness of emotional origin without known struc- 


tural or organic causes. 
Granpiosity: unrealistic ideas of self-imp 
Grier: normal response to a loss of a loved person or object, char- 


acterized by sadness and dejection. 
HALLUCINATION: a false sensory perception of an object not actually 
present, hence, an abnormal phenomenon, as opposed to misinterpreta- 


tions of stimuli which are present (illusions). 


ortance, 
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HOMOSEXUAL PANIC: an acute, severe attack of anxiety based on un- 
conscious conflicts about homosexuality. Although these episodes are 
usually of relatively brief duration, the extent of the disorganization gen- 
erally warrants a diagnosis of schizophrenia. 


Hypocuonpriasis: an internalization of body-image problems repre- 
sented by a persistent overconcern with the health of the body. 

Hysteria: a neurotic disorder in which anxiety is converted into 
physical symptoms via the mechanism of conversion. 

IDENTIFICATION: the process of becoming like something or someone, 
based on an internalization of the image of the external object. 

ILtusion: a false perception in any of the five senses, based on a mis- 
interpretation of a stimulus actually present (see Hallucination). 


IMPULSE: a striving, motive, or need, gratification of which leads to 
satisfaction. 

INCORPORATION: the process of takin 
literal sense, via the mouth. 


INSIGHT: self-understanding. 


INSULIN THERAPY: method of treatment designed by Manfred Sakel, 
increasingly replaced by pharmacotherapy for treatment of schizophrenia. 
Technique usually involves daily administration of insulin achieving a 
coma-producing hypoglycemia. 

INTELLIGENCE QUOTIENT (IQ): an index 
ing the relationship between mental age a 


ig Something into oneself; in the 


of mental brightness, express- 
nd chronological age. 

INTROJECTION: sometimes used synonymously with the term identifi- 
cation; introjection represents a less adaptive and more primitive way 
of adjusting than is characterized by the process of identification. 

INVOLUTIONAL PSYCHOSIS: a psychotic disor 
ized by depression or paranoid ideas, 
climacteric. 


der, frequently character- 
occurring at the time of the 


ISOLATION (ISOLATION OF AFFECT): an unconscious 
periences, impressions, and memories are separated f 
significance and are experienced without feeling or 


process by which ex- 
rom their emotional 


affect. 
LA BELLE INDIFFÉRENCE: inappropriate lack ° 


disability, frequently found in hysterical disorders 
is serving symbolic gratifications. 

MANIA: an abnormal state characterized þ 
activity, and elation. 

MANIC-DEPRESSIVE PsycHosis: a psychotic disorder, 
and cyclical, involving alterations of mood. 

MELANCHOLIA: pathological state of sadness anq depression, 


£ concern about one’s 
in which the disability 


y flight of ideas, over- 


typically recurrent 
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Neurosis: a psychological disorder in which reality testing remains 
relatively intact but in which unconscious conflicts give rise to such 
symptoms as anxiety, feelings of depression, unreasonable fears, doubts, 
obsessions, and psychogenically determined physical ills. 

Oxsession: a recurring thought or idea which enters into conscious- 
ness without voluntary control. 

Oepirat: term which refers to the repressed desire to replace the 
parent of the same sex in the love of the parent of the opposite sex; 
oedipal stage refers to that period of development (approximately age 
two-and-a-half to six) when unconscious rivalry with the parent of the 
opposite sex becomes most prominent. 

ORAL sTAGE: a stage of personality development, particularly the 
first year of life, when oral dependency predominates in the relationship 
between the child and his environment. 

Panic: overpowering anxiety and fear leading to disorganized be- 
havior. 

PARANoIA: disorder in which delusions of grandeur and/or of perse- 
cution predominate. 

Puosia: a persistent fear att 
is objectively not a source of dan 
the real source of danger. 

Projection: the unconscious mental process by which emotionally 
unacceptable impulses are rejected and attributed to (projected onto) 
others. 

PROJECTIVE TECHNIQUES: 


ached to an object or situation which 
ger and serves symbolically to represent 


methods of personality assessment utilizing 

ambiguous or relatively unstructured stimuli to elicit the subject’s inter- 

pretation; e.g., Rorschach Test, Thematic Apperception Test. 
PsycHiaTRy: a medical specialty which deals with mental illness and 


personality disorders. 

PsycHIATRIST: a phy 
of psychiatry. 

PsycHoaNnacysis: (1) a theory of personality development, originally 
developed by Freud, modified by followers; (2) a method of therapy 
developed by Freud in which free association and dream interpretation 
are major techniques. 

PsycHOANALysT: one who practices psychotherapy by the technique 
of psychoanalysis, most often having a medical degree although other 
specialists are also trained in this technique. 

Psycuopynamics: the science of human behavior which attempts to 
explain and predict human behavior in terms of motivations and drives 
which are largely emotional and unconscious in character. 


sician whose medical specialty is the practice 
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PsYcHOLOGIST: a specialist in the science of human behavior, ordi- 
narily requiring a Ph.D. 


PsYCHONEUROSIS: term used synonymously with neurosis. 


PsYCHOPATH: a person whose behavior is predominantly antisocial 
or amoral, but who experiences minimal guilt or anxiety. This term is 
in somewhat ill-repute as a designation for a specific diagnostic group; 
more frequently used as an adjective (psychopathic) to characterize anti- 


social behavior which may actually appear in the context of any diag- 
nostic disorder, 


PsYCHOPATHOLOGIST: a specialist in psychopathology; the term gen- 
erally includes psychiatrists, Psychologists, and psychoanalysts. 

PsycHosis: a severe disturbance in psychological functioning in 
which the individual's ability to distinguish, evaluate, and test reality 
is defective. 

PSYCHOSOMATIC ILLNESS: physical disorders in which psychogenic fac- 
tors are of predominant etiological importance in the initiation and per- 
petuation of the pathophysiological process. 

PsYCHOTHERAPY: treatment through Psychological means, basic tO 
which is the interpersonal relationship of patient and therapist. 

RATIONALIZATION: the process in which o 


i ; ne gives socially acceptable 
reasons for his behavior rather than the real 3 ! 


(often unconscious) reasons. 

REACTION FORMATION: a process in which behavior and attitudes are 
adopted which are the direct opposite of impulses which the individual 
cannot directly express; e.g., a substitution of love for hate. 


REGRESSION: a return to a less mature level 
of frustration (see Fixation). 

RerressIoN: the process of exclusion from aw 
ness) of those impulses, feelings, memories, 
wise would precipitate anxiety. Repressed 
expression through derivatives which often b, 
of symptoms. 

RESISTANCE: a manifestation of a defense a 
thoughts into awareness; frequently experience 
therapy. 

SCHIZOPHRENIA: a severe psychosis in which the major disturbance 
is reflected in a disorder of thinking and the thought processes, 

Catatonic: a type of schizophrenia in which motor symptoms are 
prominent, either of stupor or overactivity. 
Hebephrenic: a type of schizophrenia characterize, 
silliness and inappropriateness of behavior. 
Latent: a form of schizophrenia not directly manifesteg in behavior 


of behavior as a result 


areness (or conscious- 
or experiences which other- 
material continues to seek 
€come manifest in the form 


gainst bringing repressed 
d in the process of psycho- 


d by extreme 
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but indicating a potentiality for decompensation into an overt 
schizophrenic state. 
Paranoid: a type of schizophrenia in which delusions of grandeur 
and/or of persecution predominate. 
Process versus reactive: a distinction so 
of schizophrenia which occur without apparent external precipi- 
tating causes, usually with slow, insidious onset and of poor prog- 
nosis (process), and those forms which appear as a response to a 
specific environmental stress, usually of more sudden onset and 
better prognosis (reactive). Although this distinction cuts across 
the traditional classifications of schizophrenia, the process type 
would come closest to the simple and hebephrenic types; the reac- 
tive type would come closest to catatonic and paranoid types. 
Pseudoneurotic: a form of schizophrenia in which the psychotic 
process is masked by numerous seemingly neurotic symptoms, per- 
vasive anxiety, and a chaotic sexuality. 
Schizo-affective: a form of schizophrenia in which manic-depressive 
features coexist with typically schizophrenic ones. Ve 
Simple: a type of schizophrenia characterized by apathy, indiffer- 
ence, withdrawal, and lack of ambition. 
SECONDARY GAIN: indirect advantage received from an illness (e.g. 
attention, sympathy, care) as opposed to its primary effects. 
SENILE PSYCHOSIS: severe mental disorder based on impairment of 


brain tissue occurring in old age. : s 
SHOCK TREATMENT: physical methods of therapy including electro- 


convulsive therapy (ECT) and insulin coma treatment. 

Sociopatuic: Behavior which is out of conformity with society and 
the prevailing culture, frequently antisocial or amoral; sometimes used 
synonomously with psychopathic. l 

Suprreco: that part of the personality developed through the inter- 
nalization of family, social, and cultural norms; broadly defined, it may 
include two aspects: conscience and ego ideal. 

Suppression: the conscious inhibition of a thought or impulse, usually 
differentiated from repression which is an unconscious process. 

“TRANSFERENCE: attitudes, feelings, and fantasies which a patient has 


about his therapist which are jrrational in the sense that they are based 
d with a parent or other significant person, 


on attitudes formerly associate 
Unconscious: portion of mental functioning not available to recall. 
ich something already done is symboli- 


Unpornc: the process in wh | 
cally canceled out (undone) as if it has never occurred; frequently the 


mechanism underlying & compulsion. 


metimes made between forms 


APPENDIX B 


Outline for Psychiatric History and 
Mental Status Examination 


The purpose of an outline for 
useful recording in succinct and 
in context of the patient’s life si 
formation of a biographical natu 
the stages of developmental matu 
pertinent to the personal history 
tion is a formalized routine fo 
mental state, utilizing specific standardized questions. 

An adequate history and mental state examination should allow 
the interviewer tentatively to formulate aspects of classification, parce 
dynamics, and psychogenesis which will lead to diagnosis, prognosis, an 
a plan for management, A suggested form for these is as follows: 


Identifying data 


a psychiatric history is to provide = 

precise terms of the patient's allaes® 
tuation, supplemented by specific in 
re concerning the patient's life during 
ration, together with the family histo ry 
of the patient. A mental status rer i 
r evaluation of behavior, emotion, an! 


Name of patient: 

Address; 

Sex: 

Age: 

Marital state: 

Occupation: 

Race: 

Reason for referral: 

Name of referral source: 

Date of examination: 
146 
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Chief complaints 


(Verbatim listing of the patient's complaints to the interviewer, in- 
cluding duration.) 


History of present illness 


(A narrative description in chronological order of the development 
of the problems for which the patient seeks help at this time, including 
precipitating events. The facts, situations, and circumstances relative 
to the occurrence of the first symptoms should be elucidated in detail. 
In this section, describe the patient's behavior, actions, physical symp- 
toms, psychological attitudes, emotional symptoms and responses.) 


Development history (personal history) 


(A brief and precise historical account of the patient as a person 
during various phases of life, beginning with the facts and place of birth): 


Childhood: Define the experiences of childhood, including habit- 
training experiences, specifically eating, bowel habit, sleeping, and 
playing, with particular references to childhood illnesses, injuries, or 
operations; attitudes concerning starting to school; school experiences; 
social and friendship patterns; adjustment at school; academic success 
and failures; truancy patterns; asocial behavior; physical development 
(body defects, congenital defects, physical makeup); early sexual ex- 
ment; nightmares and recurrent childhood 
dreams; childhood psychopathy (enuresis, temper tantrums, tics, etc.) 

Adolescence: Age of onset of puberty, menstrual history, adoles- 
cent friendship patterns, scholastic accomplishments and adaptation, 
dating patterns, body concerns, sexual experiences, nervous habits, 
conflict with the law. y 

Adult life: Educational and intellectual attainments, occupa- 
tional adjustment, sexual adjustment, courtship patterns, attitudes 
surrounding sex, money habits, pleasure capacity, major concerns and 
preoccupations, social adjustment, military experience, religious atti- 
tudes, hobbies, ambitions and life goals, predominant personality 


characteristics, and attitude toward the self. 


periences and develop 


Family history 


(Pertinent family history should be summarized, including a descrip- 


tion of the significant figures in the patient’s previous and present life 
(mother, father, siblings, spouse, children). Describe significant areas of 


family conflict, as well as the positive relationships. Where possible, 


indicate not only the reality aspects of the home and family life, but 
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also the patient's thoughts and feelings about them. Indicate palin es 
physical or psychological disturbances in the family, including signi sg 
family history of migraine, epilepsy, alcoholism, mental illnesses, nent 
special reference to genetically transmissible illnesses. Responses i 

deaths and other critical events in the family should also be indicated.) 


Previous physical and emotional illnesses and treatment 


š z to 
(Type; duration; treatment; response to treatment; relationship t 
present illness.) 


Mental status 


1. General appearance, attitude, and behavior. . 
(Manner of dress; gait; posture; facial expression; general impression 
on the interviewer; general statement on degree of cooperativeness: 
accessibility, alertness, tenseness, restlessness, friendliness, tidiness, dis- 


á e En gpa a a us 
orderedness, broodiness, agitation, negativism, indifference, stuporous, 
stereotypic behavior.) 


2. General motility. 
(Physical characteristics; motor 
retarded; pressure of activity; ha 

3- Speech and thinking. 
(Disorders of speech: 
aphasia, etc, 

Disorders of thinking: 

Production: flow of th 
of thought. 

Continuity: clear, coherent, relevant, rambling, circumstantial, per- 

Severative, flight of ideas, blocked. 

Content: formation of concepts 


activity: normal, compulsive, bizarre, 
ndwringing; pacing; crying.) 


scanning, hesitant, slurred, nasal, stuttering, 


P ion 
ought, acceleration of thought, retardatio: 


; handling of ideas; anxieties; fears: 
obsessions; phobias; hypochondriacal Preoccupations; body-image 
concerns; autism; ideas of reference; ideas of influence; self 
depreciation; suicidal ideas; somatic delusions; systematized de- 


lusions; self-referential ideas; hallucinations.) 
4. Emotional state. 


(Interviewer should evaluate the appropriateness of emotional re- 
sponses duri 


; mood swings; control of emo- 


tions; anxieties; feelings of unreality; perplexity; agitation; irritabil- 


ity; depression; apathy; elation.) 
5. Somatic functioning, 
(Range of physical sym 


Ptoms; sleep disturbances; eating, appetite, and 
weight disturbances; 


bowel regularity; sexual disturbances.) 
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6. Mental grasp. 
Orientation: 
Time: 
Place: 
Identity: 
Memory: 
Remote (birth date, age, grade in school, etc.) 
Recent (food of last meal, present date, etc.) 
Retention: 
Digit span: 
Forward: 
Reversed: 
Calculation: 
Serial 7’s subtraction: 
Simple addition or multiplication: 
General information: 
Recall of Presidents: 
Significant events: 
Current news: 
Judgment: 
(General appreciatio 
lie and a mistake, etc.) 
Estimated intellectual level and p 
Insight: 
Attitude of patient toward his symptoms: 
Plan for the future: 
7. Formulation. 
a. Summary of patient's pro 
acter traits, and psychologica 
disturbances: 
b. Outstanding features of the 
influences as revealed from all e 
c. Explanation of symptoms an 
terms of the developmental history: 
d. Diagnostic impression: 


e. Plan for management: : : 
(Realistic plan, indicating kind of treatment, ancillary therapies, need 


for hospitalization, or for commitment or guardianship. Potential 
transference problems should be indicated; estimate of prognosis.) 


n of social convention; €g., difference between a 


resent efficiency: 


blems in the light of his behavior, char- 
] disturbances, with affective and somatic 


genetic, familial, and life situational 


xaminations: 
d origin of the patient's problems in 
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Psychological Testing 


Psychological tests, when 
psychologist, often help clarify 
dynamics, and psychogenesis, 


Typical referral problems which May constitute the basis for referring 
a patient to a psychologist include the following: 
1. Level of intellectual functioning. 
By means of well-standardized intelli 


, 


Properly interpreted by an experienced 
important aspects of classification, psycho- 


commitment to an institution for mental q 
potentialities for psychotherapy. 
2. Organic impairment. 

Psychological tests are often useful in determining whether the pa- 
tient’s particular strengths and weaknesses are indicative of brain 
damage. Characteristic psychomotor disturbances may be hers Tn 
the patient's graphomotor productions, such as the Re phil 
test. Organically based memory difficulties may be fame oh ir 
tests which differentiate recent learning from early or teal : ae 
Typical disabilities (e.g., the patient's becoming pariendi S 
being unable to improve his performance with practice RM paa , 
to perseverate on a certain response) are often highlighted in ie 
150 
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projective techniques, since the test stimuli are ambiguous (unstruc- 
tured) and offer no clues for appropriate responses. 

3. Differential diagnosis. 

Psychological tests may clarify important aspects of classification and 
diagnosis. The distinction between neurotic and psychotic disorders 
is often particularly relevant, a distinction based on the patient’s 
ability to evaluate reality. An inherent advantage of many psycho- 
logical tests is the availability of normative data for the major diag- 
nostic groups with which the patient's performance may be compared 
and evaluated. The projective techniques are particularly useful since, 
although presumably having no “right” or “wrong” answers, they 
nevertheless establish the conventionality of the patient’s perceptions 
and the logic of his thought processes. If the patient's ability to evalu- 
ate reality is intact in even the highly unstructured situations repre- 
sented by the projective techniques, the possibility of a psychosis is 
unlikely. 


4. Personality evalution. 
Psychological tests may help clarify the major motivational forces 


operating within a patient, those of which he is both aware and un- 
aware. They will reveal his characteristic thought processes, his major 
interests and preoccupations, his characteristic defenses utilized to 
allay anxiety, and his vulnerability to greater personality disorgani- 
zation. These findings often have relevance to such specific questions 
as possible suicidal risk, likelihood of assaultive acting out, prognosis, 


need for hospitalization. 


5. Potentialities for therapy- 
Psychological tests may reveal strengths and weaknesses which have 


implications for the choice of a particular kind of treatment. Limita- 
tions in intellectual ability, inability to identify or to form an effective 
relationship with a psychotherapist, intensity of the depressive affect, 
stability of present defenses, and the inferred psychogenesis of the 
disorder are examples of factors which may lead to the choice of a 
given kind of therapy: drugs, electroshock, supportive psychotherapy, 
interpretative psychotherapy, manipulation of the environment, etc. 
6. Evaluation of change. 

Psychological tests may be used to evaluate a change occurring over 
a period of time. For example, improvement in psychotherapy may 
be corroborated by changes occurring in test results; effects of brain 
surgery may be objectively verified by means of testing conducted at 
appropriate intervals prior to and after surgery. For purposes of re- 
evaluation, some tests have alternate forms which are caai; fa 
other instances, the same test can be used if appropriate consideration 
is given to possible practice effects. 
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Some important psychological tests 


INTELLIGENCE TESTS Stanford-Binet Scales. Developed out of efforts for- 
malized by Alfred Binet, a French psychologist, in the first decade of 
this century. Its aim is to measure general intelligence. Individually 
administered, it expresses test scores in terms of age levels of perform- 
ance. To the two alternative scales (forms L and M of the 1937 revision) 
has been added a 1960 revision called L-M which is a combination of 
subtests from the L and M scales. All scales cover the range from two 
years to the highly superior adult level. Index of developmental level 
is the mental age. Index of brightness is the IQ (mental age divided by 
the chronological age multiplied by 100). For subjects of 16 and over, 
the chronological age divisor for computing an IQ is 15. 

Wechsler Adult Intelligence Scale (WAIS). A revision of the Wechsler- 
Bellevue Intelligence Scales. This is probably the most popular indi- 
vidual intelligence test in clinical practice. Standardized for various age 
groups from 16-64 years, it is not dependent on the concept of “mental 
age.” It is individually administered and consists of eleven subtests. Six 
tests are verbal in nature; five tests are performance. Yields both a 
verbal IQ and a performance IQ, as well as a full-scale IQ. Scores on 
subtests are assumed to have diagnostic significance. A form for children 
is also available, Wechsler Intelligence Scale for Children (WISC). 


TESTS OF PERSONALITY Minnesota Multiphasic Personality Inventory 
(MMPI). Consists of 550 questions which the subject sorts into one of 
three categories, “True,” “False,” or “Cannot say.” Nine clinical scales 
have been developed: hypochondriasis, depression, hysteria, psychopathic 
deviate, masculinity-femininity, paranoia, Psychasthenia, schizophrenia, 
mania; also four validating scales to determine test-taking attitude, 
defensiveness, etc, Scales were empirically validated in terms of what 
various diagnostic groups actually report about themselves, 

Rorschach Test. Devised by Hermann Rorschach, a Swiss psychiatrist. 
The most widely used projective technique, it consists of ten symmetrical, 
ambiguous inkblots, five in varying shades of gray to black and five 
in other colors, Test instructions essentially are, “What might this be?” 
Each response is systemmatically scored for area of blot used, character- 
istic of blot determining the response, accuracy of form perception, 
content, conventionality of response, etc. 

Thematic Apperception Test (TAT). Devised by Hen 
Christiana Morgan. Variation for children (Bellak Ch 
ception Test) and for adolescents (Symonds Picture St 
TAT consists of nineteen pictures and one bla 
to make up a story about each picture, incl 


ty Murray and 
ildren’s Apper- 
ory Test). The 
nk card. Subject is asked 
uding what is happening 
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now, what led up to this scene, and what the outcome will be. Pictures 
vary in their degree of ambiguity; only selected pictures need be used. 
Stories reveal dominant drives, emotions, sentiments, complexes, and 
conflicts of the story teller. 

Draw-a-Person Test. Drawing of a 
an expression of the self or the body in 
principles rest largely on Schilder’s conce 
used as a measure of intelligence; now © 
nique. Variations of test include “Draw a house, 


and “Draw an animal.” 
Bender-Gestalt Test. Perceptual motor test ım which nine simple 


geometric figures are copied by the subject, followed by a test of recall, 
in which the subject is asked to draw from memory as many as he can. 
Although conceived by Lauretta Bender as a test of maturation, it is 
increasingly used as a projective technique with interpretation made in 
terms of spatial organization of designs, line quality, alterations, dis- 
tortions, rotations, assumed symbolic meaning of individual designs, etc. 

Sentence Completion Test. A wide range of sentence completion 
tests is available which presents series of sentence stems which are to be 


completed by the subject to make sentences; €-8- “I often wished . . .”; 
“My mother . . -”; “I sometimes feel that .. - 


” This generally reveals 
conscious attitudes, feelings, 


person is assumed to represent 
the environment. Interpretative 
pt of “body-image.” Originally 
lassified as a protective tech- 
tree, and person” (HTP) 


wishes, anxieties, and so forth. 
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IQ and, 91; management of, 94-95; psy- 
chogenic, 94 

mental status, in psychiatric history, 148 

migraine, 47 

Minnesota Multiphasic Personality Inven- 
tory, 152 

mongolism, 93 

Morgan, Christiana, 152 

moron, 90 

mother-child relationships, 6, 82; anxiety 
and, 28n.; schizophrenia and, 125 

mothering relationship, anxiety and, 29; 
in depressive reactions, 16; in schizo- 
phrenia, 125 r aw: 

motivations, meaning and significance of, 
5 


; in ob- 
reaction, 


15 
107, 142 


Index 


motor function, loss of, 46 x 

mourning, 10; see also depressive reaction 

multiple personalities, 100, 103-104; 
schizophrenia and, 117 

Murray, Henry, 152 


neoplasm, intracranial, 93 
neurodermatoses, 47 
neurofibromatosis, 93 

neurosis, defined, 7, 143 

neurotic depression, 8, 11 
nondirective psychotherapy, 132n. 


obsession, 5; defined, 59, 143 

obsessive-compulsive neurosis, 8, 60 

obsessive personality, defined, 60 ad 

obsessive reactions, 58-67; defiance m 
61-62; isolation of affect in, peee i 
agement of, 66-67; psychodynamic S] 
62-66; psychogenesis of, 61-62; pe 
vs. pathological, 59-60; reaction fo 
tion in, 64; “undoing” in, 63 

oedipal impulses, 28n., 40n., 143 

oral ejection, 112 gon. 

oral functions, constipation and, 190+ 

oral Stage, 16-19, 143 

organic impairment, 150 

orientation, defined, 96 ; psy: 

orientation disorders, organic, 98-99; Fao 
chodynamics and psychogenesis of, 1 
104; summary of, 96-104 

Overeating, depression and, 16 


panic, 143 

Paralysis, 46 

Paranoia, as entity, 107; defined, 143 a 

Paranoid Conditions, 105-114; manag 
ment of, 113-114 S f, 

paranoid delusions, psychodynamics of 
108-111 

Paraplegia, 46 i 

Parent, moral code of, 84-85; phobic, 44 
Schizophrenic behavior and, 126; sy™ 
bolic, 38 

Parent-child relationships, antisocial be- 

‘avior and, 82-84, 88; identification in 

18; in obsessive reactions, 61-62; phobias 


and, 40-41; re-livin, of, 131 
paresthesia, 46 AD iy 
penis envy, 
persecution, delusions of, 
Perseveratio, Self: 


Personality, ropa?” 

ality, multiple, T 
Personality tests, i ees 
Phenylketonuria, 


Phobia, defined, 35, 143; intimidation and 


Satisfaction in, 39; vs. normal fears, 36; 
Sexual aspect of, 40n. 


Index 


phobias and phobic reactions, 35-44; man- 
agement of, 43-44; psychodynamics of, 
36-40; psychogenesis of, 41-42; with- 
drawal in, 41-42 

phobic neurosis, 8 

Phobic object, choice of, 37-38 

Phobic reactions, vs. phobias, 36; see also 
Phobias and phobic reactions 

Physiological complaints and symptoms, 
classification of, 45-49 

Possessions, overvaluation of, 62 

Postpartum depression, 12-13 

premature ejaculation, 70 

Projection, defined, 108, 143; mechanism 
of, 110-111; phobias and, 42; schizo- 

A phrenia and, 126 

rojective techniques, 143, 151 

Bee udohomoseia e A 

Pseudoneurotic schizophrenia, 61, 145 

psoriasis, 47 

Psychiatric history, outline for, 146-149 

Psychiatry, 143 

psychoanalysis, defined, 143; psychody- 
Samia and, 7; as psychotherapy, 186- 

37 

Psychoanalyst, 143 

Psychodynamics, basic assumption of, 2-3; 
case history and, 4-6; defined, 2, 143 

Psychogenesis, assumptions concerning, 6; 
defined, 3; therapy and, 7 

Psychological difficulties, bodily expres 
sion of, 45-57 

Psychological testing, 150-153 

Psychologist, 144 

Psychoneurosis, 144 

Psychopath, 2n.; defined, 144 

Psychopathic personality, 20., 81 

Psychopathologist, 144 

Psychopathology, defined, 1 y 

“psychopathy,” 2n.; early life experiences 
and, 3-4 

psychophysiological disorders, 47> 56 

psychosis, defined, 7, 144; in obsessive be- 
havior, 60; functional, 7; See also manic- 
depressive psychosis; schizophrenia 

psychosomatic disorders, 47, 54-55; 4€- 
fined, 144; management of, 56 

psychotherapy, common elements ins 1837 
1345 defined, 144; fantasied vs. reality 


experience in, 133; general rationale for, 
192 134-138; 


130-138; interpretative, l: 
“nondirective” type, 13% supportive, 
182, 134-138 

Rado, S., 1360- ; 

rage, defiance and, 61-62; undoing process 
and, 63-64 


rationalization, 144 


167 


reaction formation, defined, 64, 144 

reference, delusions of, 106 

regression, defined, 144; in schizophrenia, 
121 

Reik, Theodor, 1g6n. 

repression, anxiety and, 30-31; conversion 
reaction and, 46; defined, 27, 144; dis- 
placement and, 37; phobias and, 42; in 
sexual disorders, 75-76 

“rescue fantasy,” suicide attempts and, 21 

resistance, 144 

Rorschach, Hermann, 152 

Rorschach test, 152 


schizophrenia, 8, 20n., 115-129; altered 
states of consciousness in, 101; anhe- 
donia in, 124; areas and symptoms of, 
116-117; biochemical variations in, 124; 
body chemistry in, 124; body-image and, 
125; borderline, catatonic, 119; classifi- 
cation of, 118-120; defined, 115-116, 
144-1453 ego-boundary disturbance in, 
1173 genetic influences in, 123-124; he- 
bephrenic, 119; hostility in, 123; inter- 
personal relationships and, 122; latent, 
120; management of, 128-129; paranoid, 
107, 112, 119; physiological influences 
in, 124; “process” vs. “reactive,” 118; 
pseudoneurotic, 61, 120; psychody- 
namics of, 121-123; psychogenesis of, 
123-1273 psychological factors in, 124- 
127; regression in, 121; simple, 118; social 
recovery in, 128-129; tranquilizers in, 
128 

schizophrenogenic mother, 125 

school, phobias about, 40; rebellion 
against, 62 

Schreber, Dr. Daniel, case of, 108-111, 126 

secondary gain, in conversion reactions, 
46; defined, 145 

seizures, in conversion reactions, 46 

self-esteem, anxiety and, 31; hypochon- 
driasis and, 48; loss of, 10-11; phobias 


and, 41 
self-identity, 6, 17-18; in schizophrenia, 
117, 123, 125 


senile psychosis, 145 

sensation, altered, 46 

Sentence Completion Test, 153 

sexual disorders, 68-78; classification of, 
69-71; dependency in, 72; hostility in, 
71-72; management of, 77-78; misplaced 
identification and, 74; psychodynamics 
of, 71774; psychogenesis of, 74-76; re- 
pression and, 75-76 

sexual impulses, anxiety and, 27-28; con- 
version reaction and, 46; phobias and, 
4on. 4 


r68 


sexual meaning, in body-image disturb- 
ances, 49 

shock treatment, 145 

Sickness, body concept in, 50-51; as “sin,” 
51 

“signal anxiety,” 29 

sociopathic, 145 

suicide, 21-22; risk detected in tes 

Sullivan, Harry Stack, 1836n. 

superego, as conscience, 82; defined, 145; 
nondeveloped, 86; of parents, 85 

suppression, 145 

surgical trauma, 53-1 

Stanford-Binet Intelligence Scales, 152 

stealing, 80 

Sturge-Weber-Dimitri's 

symptom, defined, 2: 
study of, 1-2 

syphilis, 102 

systemic infections, 

Szurek, S. A., 83n. 


ts, 151 


disease, 93 
function of, 135; 


101-102 


tachycardia, Paroxysmal, 47 
Tay-Sach's disease, 93 
temper tantrums, 62 
Thematic Apperception Test, 
therapist, requirements and 
of, 131-192; transference and, 131 
Thigpen, C. H., 100n. 
thought processes, breakdown of in schizo- 
Phrenia, 116 
Three Faces of Eve, 
tics, 46, 62 
tranquilizers, in anxiety, 32; in 
tardation, 95; in schizophrenj 


100 


mental re- 


1a, 128 


Index 


transference, 131, 145 
transvestism, 70, 85 s be 
traumas, in brain disorders, 101; in schiz! 
i $ ical, 53 p 
phrenia, 126; surgical, in 
treatment, forms of, 6-7; see also therapist; 
Psychotherapy 
tremors, 46 
truancy, 80 : 
tuberous sclerosis, 93 


ulcer, peptic, 47 
unconscious, 145 . 5 d, 63 
“undoing,” of castration, 74; define e 


145 


vaginismus, 70 

ventriculography, 102 , 

Vineland Social Maturity Scale, 9° 
vomiting, 23, 31, 35, 12n. 

von Recklinghausen’s disease, 93 
voyeurism, 69, 72, 75 


war neuroses, 26 rs 
Weaning, reaction to, 1 } 17 13 
Wechsler Adult Intelligence Sca 
152 hildren, 
Wechsler Intelligence Scale for C 
152 . in schizo- 
withdrawal, phobias and, 41-42; in 
Phrenia, 122 
“word salad,” 116 


g8n.» 


X-rays, of skull, 102 
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